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THE SIGNIFICANCE OF A SMALL AMOUNT 
OF SUGAR IN THE URINE 


By Louis Hamman, M.D. 


Baltimore 


_ physician who makes it a practice to examine the urine 

of his patients will find frequently, and often quite unexpected- 
ly, a small amount of sugar in the urine. At once he is confronted 
by the question, what is the meaning of this discovery? Has the 


patient a mild diabetes? The answer is of more than academic 
interest, for upon the proper answer depends the comfort and 
welfare of the patient. If this symptom is an interesting but in- 
nocent abnormality, then it is an injustice to force the patient to 
undergo the inconvenience of a rigid diet. lf the patient truly has 
a mild diabetes, then it is unpardonable neglect to allow him to 
continue unguided and unwarned. If the symptom is no innocent 
abnormality, and yet the patient has not diabetes, then it is im- 
portant to push the investigation further in the effort to discover 
the underlying fault. These three possibilities actually exist and 
the discrimination between them is often difficult. However, 
before pointing out the way to separate them, I wish to speak 
briefly of two preliminary considerations. 

These considerations relate to methods of collecting the urine 
and methods to determine that the reducing substance is definitely 
glucose. Nearly all mild glycosurias are postprandial glycosurias. 
In the early morning after the night fast the blood sugar is at a 
low level; after each meal it mounts somewhat to fall again after 
two or three hours. The degree to which it mounts depends upon 
the quantity of food that is taken, particularly upon the quantity 
of carbohydrates. Therefore the best time to test for sugar in the 
urine is from two to three hours after the largest meal of the day 
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and, as it is customary in this country to take the chief meal in the 
evening, the specimen of urine most likely to show sugar is passed 
before retiring. I find that as a rule physicians request patients 
to bring a specimen of urine without adding further directions, and, 
in response to this request, patients almost always bring a specimen 
of the morning voiding. This is perhaps the least desirable speci- 
men they could choose. I have seen mild diabetes overlooked for 
many months in spite of repeated urine examinations because the 
specimens examined were always passed upon rising. On the 
other hand, not a year goes by without my discovering at least four 
or five instances where sugar is present in the evening specimen, 
but absent in the morning specimen. I regard it as highly important 
therefore that every physician should, as a routine, direct patients 
to bring two separate specimens of urine, one from the night voiding 
and one from the morning voiding. They should, in addition, 
caution the patient not to urinate after the evening meal until the 
time for collecting the specimen arrives. Under these circumstances, 
sugar in the evening specimen and none in the morning, indicates 
a mild or slight glycosuria, sugar in both a more severe glycosuria. 
In addition to its importance in facilitating the discovery of mild 
glycosuria, the practice of examining evening and morning specimens 
has further advantages. A little albumen and a few casts are 
often found in the evening specimen when they are absent in the 
morning, and if evidence of nephritis be discovered, a comparison 
of the specific gravity of the two specimens will often give a valuable 
insight into renal function. 

Since physicians regularly use alkaline copper solutions to test 
for the presence of glucose, it is important, when reduction occurs, 
to determine definitely that the reducing substance is glucose. 
There is never any doubt on this score when the reduction is well 
marked, but slight reduction, and particularly atypical reduction, 
may be due to a number of substances other than glucose. If the 
physician has any doubt about the nature of the reducing substance, 
he should use the fermentation test. The test must be used with 
proper care, but it is very simple, easily performed and direct in its 
information. Only exceptionally will more elaborate tests be © 
required. 

Assuming it to be established that the patient has glucose in 
the urine, how is the physician to proceed to determine the signi- 
ficance of this symptom? 

Sugar occurs in the urine when (1) the blood sugar exceeds a 
certain high level, or when (2) the renal permeability for glucose is 
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increased. In normal persons the fasting blood sugar is usually 
below 0°1 per cent. and even after meals rich in carbohydrate it 
seldom exceeds 0°14 per cent. Careful studies of the renal thres- 
hold for glucose have demonstrated that ordinarily no sugar appears 
in the urine until the concentration of sugar in the blood exceeds 
0.17 per cent. This threshold, as it is named, is not uniform in 
different persons, nor yet in the same person at all times; it is, 
however, a reasonably constant factor. Patients, therefore, who 
excrete sugar only when the sugar in the blood exceeds 0°17 per cent. 
are saidto have a hyperglycemic glycosuria; whereas patients who 
excrete sugar although the blood sugar remains considerably below 
0°17 per cent, are said to have a renal glycosuria. The distinction 
between hyperglycemic and renal glycosuria has a very important 
practical implication as I shall point out. 

It is impossible to distinguish with certainty between hyper- 
glycemic and renal glycosuria without studying the blood sugar. 
Methods for estimating blood sugar are now so simple and so 
accurate that while not every physician need make these estimations ° 
himself, still he should have no difficulty in finding an associate 
interested in these studies ready to make them for him. A com- 
parison of the fasting blood sugar and of the blood sugar following 
a meal rich in carbohydrate taken at a time when sugar is being 
excreted in the urine, will usually make the distinction at once. 
However, there are possibilities of error. The blood sugar concen- 
tration varies with remarkable rapidity, and one can never be 
sure that the result obtained from a single specimen represents the 
highest level. If the blood sugar happens to be high it means, of 
course, that the patient has hyperglycemia, but if the blood sugar 
happens to be low, it is not justified to conclude that the kidneys 
are hyperpermeable. When glycosuria is once established, glucose 
will continue to flow off in the urine efter the blood sugar has fallen 
to a level far below the point at which glycosuria began. There- 
fore, even though the blood sugar is low, while sugar is being ex- 
creted, this does not necessarily imply that the patient has a low 
renal threshold for sugar. To overcome these difficulties, a test 
has been devised that is simple to carry out and gives the required 
information. The test is carried out as follows: 

The blood sugar is taken in the morning after the night fast 
and the urine examined. Immediately thereafter 100 grams of 
glucose are administered in a lemonade and one-half hour, one hour, 
and two hours thereafter, the blood sugar is determined and the 
urine examined for sugar. 
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Normal persons react to this test with a rapid rise in the blood 
sugar which seldom exceeds 0°14 per cent. The high point is 
usually reached at the end of one-half hour and the original fasting 
level after an hour’or an hour and a half. No sugar appears in the 
urine. 

Patients with a lowered carbohydrate tolerance react with a 
much higher rise of the blood sugar and the elevation persists 
much longer. The blood sugar goes to 0°18 per cent. or much 
higher, and three, four or more hours elapse before it reaches the 
original fasting level. When the blood sugar exceeds 0°17 per 
cent., sugar makes its appearance in the urine and continues to 
be excreted while the blood sugar is above this level, and even for 
some time after it has fallen below this level. 

In some normal persons, and in patients with increased carbo- 
hydrate tolerance, there is only an insignificant rise of the blood 
sugar and no sugar appears in the urine. 

Occasionally very interesting variations from these typical - 
reactions are observed. For instance, an apparently healthy per- 
son will show a normal blood sugar response, but unexpectedly 
sugar will be found in the urine. Such an individual utilizes sugar 
in a perfectly normal way, but the kidneys are hyperpermeable to 
glucose. I have had the opportunity to follow two such patients 
for longer than a year. One occasionally showed sugar in the urine 
after a hearty meal, the other never had glycosuria excepting after 
the 100 gram glucose tolerance test. In both, the condition 
was transient, for when tested a year later, the blood sugar 
rose to 0°16 per cent. and no sugar appeared in the urine.%,A 
number of patients who were sent for investigation because sugar 
had occasionally been found in the urine, responded to the test 
in the same manner, that is, the blood sugar rose but little and for 
only a short time, but sugar appeared in the urine. Another 
patient with marked glycosuria showed only an insignificant rise 
of the blood sugar after 100 grams of glucose, although abundant 
sugar was poured out in the urine. With a fasting blood sugar of 
0°08 per cent. sugar was being excreted in the urine at the rate of 
0°5 grams per hour; the blood sugar rose to 0°12 per cent. and the 
urine sugar to 2°6 grams per hour. 

The last mentioned patient was a typical instance of renal 
diabetes. The others had the same condition in a mild degree. 
These mild cases of renal diabetes are characterized by slight and 
often only transient glycosuria. It is important to recognize the con- 
dition, because, in contrast to mild diabetes, there is no disturbance 
of carbohydrate metabolism and no tendency to gradual progression. 
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The condition is an interesting but benign disorder.- While it may 
be advisable to restrict carbohydrates moderately, a rigid diet is 
unnecessary, and the prognosis is excellent. Patterson has well 
described the condition as diabetes innocens. 

In contrast to patients with a mild renal diabetes, stand those 
patients showing a postprandial glycosuria who respond to the 
glucose tolerance test, not only by excreting sugar in the urine, but 
by displaying as well the typical curve of low glucose tolerance. 
As a rule, sugar appears in the urine only when the blood sugar 
exceeds 0°17 per cent., but at times glycosuria occurs, although 
the blood sugar does not exceed 0°14 per cent., and at other times 
no glycosuria occurs, although the blood sugar may exceed 0°2 per 
cent. In my experience a low renal threshold is found in diabetes 
only when the disease is moderately or quite severe. I have never 
encountered it in patients with only a small amount of sugar in 
the urine. However, even severe cases of diabetes with a low renal 
threshold may be contrasted with cases of renal diabetes by the 
characteristically protracted blood sugar reaction to the glucose 
tolerance test. A high renal threshold in diabetes, that is, a failure 
of glucose to appear in the urine when the blood sugar reaches or 
exceeds 0°2 per cent., occurs only when a renal lesion exists in con- 
junction with diabetes, or in late stages of the disease. This 
anomaly is very interesting but it has no relation to the phase of 
the subject we are at present discussing. 

The glucose tolerance test, therefore, is a ready means to 
distinguish between renal and hyperglycemic glycosurias, when 
only a small amount of sugar is present in the urine. The character 
of the blood sugar response and the renal threshold, are the deciding 
features. If the slight glycosuria be due to increased renal perme- 
ability, the condition may be dismissed as of little practical conse- 
quence. If, on the other hand, a definite metabolic abnormality is 
discovered, then further study must decide whether the glycosuria 
indicates a mild diabetes, or is a symptom of some other disorder. 
There are a number of conditions besides diabetes in which a small 
amount of sugar in the urine, particularly occasional glycosuria, is 
observed. Chief amongst these are disturbances of thyroid and 
hypophyseal function, hypertension, nephritis and diseases of the 
brain. ‘These conditions are all characterized by a hyperglycemic 
glycosuria, and as far as one can judge from the glucose tolerance 
test, the metabolic disturbance in all of them is the same. If the 
amount of sugar in the urine is fairly large and constantly present, 
it is strong presumptive evidence in favour of diabetes. However, a 
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definite distinction between these conditions can only be made by 
a careful clinical survey. 

That the thyroid plays an important réle in carbohydrate 
metabolism has long been known. Not infrequently patients with 
Graves’ disease have a little sugar.in the urine. In states of hypo- 
thyroidism, particularly in outspoken myxedema, there is a marked 
increase in sugar tolerance, a feature often of value in the diagnosis 
of doubtful cases. I have never seen glycosuria associated with 
hyperthyroidism when the disturbance of thyroid function was not 
well enough marked to be plainly discernible. Therefore if this 
possibility be held in mind, no confusion need ever arise. 

The hypophysis exercises a control over carbohydrate meta- 
bolism similar to the influence of the thyroid. Indeed, clinically 
more marked grades of glycosuria occur with over-activity of the 
hypophysis than with hyperthyroidism. The frequent association 
of a mild diabetes with acromegaly is well known. I have seen a 
number of patients treated over a period of months for diabetes in 
whom obvious features of hypophyseal disease have been overlooked. 
If the physician is aware of this common association and directs 
his attention to a careful scrutiny of the patient for evidence of 
disease of the hypophysis this error will rarely occur. 

Glycosuria occasionally occurs in disease of the brain aside 
from hypophyseal disorders. It occurs after trauma to the skull, 
after cerebral hemorrhage, after convulsions, and in conditions 
associated with increased intracranial pressure. In all of these 
conditions the glycosuria depends upon stimulation of the hypo- 
physis, and the mechanism is the same as in primary disease of the 
hypophysis. It is altogether unlikely that these conditions would 
escape clinical investigation and that the associated glycosuria 
would be mistaken for diabetes. 

In acute nephritis slight glycosuria occasionally occurs as a 
manifestation of impaired renal function with a lowered renal 
threshold for glucose. In essential hypertension, and in chronic 
nephritis with hypertension, a little sugar is frequently found in 
the urine. In these cases the glycosuria represents an altered 
metabolism for the glucose tolerance test shows a high and pro- 
longed blood sugar curve. In late stages of diabetes mild grades 
of nephritis and hypertension frequently occur. How then shall 
the two conditions be distinguished? ‘The clinical pictures here 
become confused and I feel that the question can be approached 
only from a practical standpoint. If with hypertension and chronic 
nephritis there is but an occasional trace of sugar in the urine and 
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the blood sugar is not unduly high, then the disordered carbo- 
hydrate metabolism must be subordinated to the renal or vascular 
condition. If there is marked glycosuria and the blood sugar is 
unusually high, then the diabetes must be emphasized. The 
clinical history is of importance. Patients past middle life with 
mild diabetes often gradually develop nephritis and hypertension, 
so that finally the renal and vascular conditions assume the promi- 
nent position in the clinical picture. On the other hand, I have 
observed patients with hypertension over a number of years and 
have seen them gradually develop glycosuria and finally a definite 
intolerance for carbohydrates. 

From the foregoing observations it is clear that it is not always 
easy to make a diagnosis of diabetes, if but a small amount of sugar . 
is found in the urine of a patient taking an ordinary diet. While 
the plan of study I have outlined is necessary for a proper under- 
standing of the situation, still I wish to emphasize that whenever 
doubt exists as to the true nature of the condition, the patients 
should be treated as diabetics. In this way some patient may be 
put to unnecessary inconvenience, but none will be harmed, whereas 
to overlook and neglect a slight diabetes will surely be followed by 
injury to the patient. I need scarcely dwell upon the importance 
of treating diabetes thoroughly and conscientiously when it is dis- 
covered in the early stage of an insidious onset. Many patients 
are not fortunate enough to have the disease come on in this in- 
sidious way, for unluckily too often does it begin with more abrupt 
and stormy symptoms. There is the best of clinical and experi- 
mental evidence to demonstrate that proper treatment instituted 
at an early period of the disease may prolong life indefinitely and 
ward off many of the distressing complications of the disease. It 
is my experience that physicians often neglect treatment at this 
stage when careful treatment is so richly rewarded, and reserve 
their serious therapeutic efforts until those grave symptoms arrive 
which by earlier care and attention might have been indefinitely 
postponed or entirely avoided. 
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THE AFTER-EFFECTS OF CHLORINE GAS 
POISONING* 


By LikuTENANT-CoLONEL J. C. Mraxins, C.A.M.C. 
AND 


Captain J. G. Prigsttey, M.C., R.A.M.C. 


T is now over four years since the enemy first used chlorine gas 
as an offensive measure of warfare. Whatever the immediate 
effects may have been, it has seemed of importance to determine 
what the eventual effect might be on the health of the soldier. 
The first chlorine gas attack was in April, 1915, in the Ypres salient, 
where the First Canadian Division was holding part of the line. 
This division suffered severely, and many of their casualties were 
due to gas poisoning. As they were unprotected with respirators or 
any other means of defence against this type of warfare, a maximum 
effect was obtained. This was both of a physical and mental 
character. The unusual and uncanny appearance of this first 
drift gas made a great impression on the soldiers’ minds. This 
was further accentuated by the distress and agony produced in 
those who were severely gassed. Therefore, it has been difficult, 
some months later, to determine with accuracy from the history 
of the individual whether he had been exposed to the gas in sufficient 
concentration to produce symptoms or not. It is unwise to accept, 
without more evidence than the soldier’s own statement, the fact, 
that every one who states he was gassed in this attack, really 
was. 

In order to obviate this difficulty, the cases, upon which this 
report is based, were collected in the following manner. The ad- 
mission and discharge books, of the field ambulances operating 
behind the area occupied by the Ist Canadian Division in the latter 
part of April and first part of May, 1915, were examined for cases 
of gas-poisoning, and seven hundred consecutive cases have been 
followed through all the records obtainable. Of these, two hundred 





*From the Medical Laboratory, 15 Canadian General (Duchess of Connaught 
Red Cross) Hospital, Taplow, Bucks. 
Read before the Canadian Medical Association, Quebec, June 25th, 1919. 
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and twenty-two (31'7 per cent.) do not have any further mention 
of gas-poisoning made in their records. It is therefore presumed 
that the majority of these cases were returned to duty without 
further medical treatment than that received at the field ambulance. 
The remaining four hundred and seventy-eight were evacuated to 
the base, where they were under treatment for varying periods. 
Of these one hundred and forty-six (20°8 per cent.) were treated to 
a finality at the base hospitals. There were six deaths and the 
others returned to duty. No further evidence is found in their 
records of their having suffered from the effects of the gas poisoning. 
The remainder, three hundred and thirty-two (or 47°4 per cent.) 
were evacuated to the United Kingdom for further treatment. 

It is with the last group of cases that the present investigation 
is concerned particularly. ‘They were presumably soldiers who had 
suffered considerably from the effects of gas, and it would be in 
such cases that the most pronounced after-effects might be looked 
for. 

In these three hundred and thirty-two cases careful records 
have been sought in regard to their further symptoms and move- 
ments. They were disposed of in three main directions: (1) Re- 
turned to France. (2) Retained in England. (8) Invalided to 
Canada. In so far as the symptoms and signs as observed in the 
United Kingdom are concerned, we will take them up under these 
main divisions. 


















I. RerurNEeD To FRANCE. Ejighty (241 per cent.). 
(a) Full duty—seventy-two. 
(1) Average time in hospital—nine weeks. 
(2) Average time home service—ten months. 
(3) Principal symptoms while in hospital— 


Irritable heart (neurasthenia)........ 36 
aa cel) 
Gastric symptoms... ...:..... 00.0000. | 4 


No definite symptoms. .. 






(b) Base duty—eight. 
(1) Average time in hospital—fourteen weeks. 

(2) Average time home service—fifteen months. 

(3) Principal symptoms while in —- 

Irritable heart. . ius 4 

Bronchitis... . 0.00... oii 4 
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Of these cases, eight were subsequently killed in action; six were 
severely wounded; and eight were reduced in category on account 
of shell-shock, or nervousness. The case reports of a number of 
these cases gave distinct indications that they were suffering from 
@ very severe condition. But in spite of this the average duration 
of their. stay in hospital was not conspicuously long, nor was the 
period they spent in home service 


II. Retatnep In UniTep Kinepom—Forty-eight (14°4 per cent.). 
Subsequently classified as follows: 
(a) Class A—Eight cases. 
(1) Average time in hospital—eleven weeks. 
(2) Average time on home service—thirty months. 
(3) Principal _— while in _— 
Irritable heart. . Sialic 


(b) Class B—Forty cases. 
(1) Average time in hospital—fourteen weeks. 
(2) Average time on home service—thirty-three months. 
(8) Principal _* while in —" 


Irritable heart. . ey . 30 

Bronchitis... = oe. ae 

Other conditions ‘(hernia, | gun-shot 
wounds, eye-sight). ...............006 3 


The histories, obtained in regard to these men, indicated very 
strongly that they were inherently of a much poorer calibre, both 
physically and nervously, than were those who returned to France. 
There was no evidence that their symptoms, while in hospital, 
were of a severer type, although the average period of stay in hos- 
pital was much longer than in the case of those who returned to 
full duty in France (as fourteen is to nine). However, those cases 
which were sent to France on base duty showed a stay in hospital 
of a similar duration to those retained in England, namely, fourteen 
weeks. 


III. InvaLipED TO CANADA—Two hundred and four (61°4 per cent.). 
(1) Average time in hospital—seventeen weeks. 
(2) Average time on home service—five and a half 
months. 
(3) Principal symptoms necessitation invaliding to 
Canada :— 
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DN BE, ao nass ccd ccs dcw css... VB 


Bronchitis and pneumonia............... 30 
II icssisss scvyseveniendeepsoieccisan 
EEE Re 
i ate iciiac ca caeeiumnaticmngslin’ 20 
I sibeskispiv a eenscoiondedteeataticaber 


Of the thirty cases who were suffering from indefinite symptoms of 
gassing, sixteen were invalided to Canada for conditions other 
than gas poisoning. 

The physical condition, four years after exposure to chlorine, 
in the one hundred and eighty-eight cases invalided to Canada, 
was as follows— 





No appreciable disease... . ...............cccce = 54 
Ee ee TE | 


icc ciarnivnnnichodlisliceia aie 
NM co iclincsieittitoichsnksncnnaiiiicacicas TM 
PLEA ee ET 
a 


188 


Deaths. In this series of cases there were five deaths. This, 
of course, does not indicate the mortality from chlorine poisoning, 
as all of these deaths occurred after the cases had arrived at the 
base—four in France and one in United Kingdom. Three of the 
cases that died in France were in hospital but a few days. Death 
was apparently due to the acute pneumonic condition consequent 
on such a powerful irritant. The other case died comparatively 
suddenly, five months after exposure to the gas. No record was 
obtainable as to the physical examination, or the exact cause of 
death. The symptoms recorded were pain in the left chest, dys- 
pnoea, orthopncea and pronounced cyanosis. 

In the case dying in the United Kingdom, death occurred with 
equal suddenness eleven months after the date of gassing. The 
notes were as follows:—‘‘ Found dead in bed. Death was due to 
heart failure, the result of chronic bronchitis and pulmonary con- 
gestion, the result of gas poisoning.”” This man was a rather elderly 
soldier who had not been very severely affected by the gas, as his 
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stay in hospital amounted to only eighteen days. The evidence 
at hand is not conclusive that death was necessarily the result of 
gas poisoning. 

Of the cases invalided to Canada there is no record as yet of 
any having died. 

Symptoms.—(1) Irritable heart. Symptoms of this syndrome 
are by far the most common of all the after-effects of chlorine 
poisoning. The severity of this condition varies considerably. 
Certain of the cases are evidently very much disabled, while others 
have a comparatively slight disability. The evidence is clear that 
a slow but conspicuous improvement occurs in these cases as a 
considerable number of them are free of symptoms after four 
years. It is to be hoped, that with firm but sympathetic handling, 
these cases will recover eventually. The most pronounced symptoms 
in iu. se cases is the shortness of breath, especially on exertion. 
This is more conspicuous than in those who complain of the symp- 
toms of ~ ,~itable heart’, which have followed the various infectious 
processes. 

(2) Bronchitis. The comparatively few cases which exhibit 
signs of bronchities is most striking. In consideration of the 
nat -e of the initial lesion it was to be expected that a considerable 
num « of cases of chronic bronchitis would result. Further, it 
would seem probable that such cases would be of a more or less 
progressive nature. This, however, is found not to be the case. 
Many of those who had signs of bronchitis while in the United 
Kingdom reveal no evidence of a pulmonary lesion three years later. 
On the other hand a certain number of cases in whom there were 
no appreciable signs in the lungs, when they left the hospital in 
the United Kingdom, are now suffering from various forms of 
chronic pulmonary disturbance. (See table.) 


ASSOCIATION JOURNAL 973 


A COMPARISON OF CERTAIN CASES SHOWING PULMONARY SIGNS IN 


UNITED KINGDOM OR IN CANADA 


PuLMONARY SIGNS IN UNITED 
KInGpoM 


Lungs normal. 


Emaciation—lungs nil. 


Asthma—recurrence from civil 
life. 


Rales and hemoptysis. 
Hemoptysis—lungs nil. 
Condition poor, moist rales. 


Many rales—purulent sputum— 
laryngitis. 


Right apex dull—no Tuberculosis 


Lungs nil. 
Bronchitis. 


No pulmonary signs—cough. 


No pulmonary signs. 


Bronchitis—copious expectoration. 


Bronchitis. 
Bronchitis. 


No physical signs. 


No physieal signs. 


Bronchitis. 


No physical signs. 


Recovered completely. 2. d+ 


Emphysema—many pit’ 7 #/es. 


PULMONARY SIGNS IN CANADA 


Asthma functional secondary to 


gassing. 


Signs of bronchitis. 


Asthma continues. 


No record. 


—_——. 


Perfectly well. 


Laryngitis persists) .ogs normal. 

Chronic ¢éough—asthma. 

i cai 

Lungs nil. 

Rt. apex expansion diminished— 
rales left base—sputum copious. 
Temperature 99° at 4 p.m. 

Many fine rales in both lungs— 
expansion poor—apices dull. 


Morning cough. 


Asthmatic attacks. 


Emphysema, cyanosis, no rales. 


Lungs—nil. 


Emaciated—Lungs show fibroid 


condition. 
Expansion poor—rales over upper 
right chest. 


Lungs nil. 


Expansion poor—prolonged expira- 
tion—rales at right apex—night 
sweats. 
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In 1918, Achard and Flaudin, in their report on the sequele of 
poisoning by suffocating gases, drew attention to the occurrence of 
certain cases which they called pseudo-tuberculosis. These cases 
occurred particularly after chlorine poisoning. They were char- 
acterized by a prolonged course, with low fever, profuse expectora- 
tion, loss of weight and pulmonary symptoms suggestive of a tuber- 
culous lesion. The sputum at no time, however, showed tubercle 
bacilli, the albumen reaction of the sputum was not positive, and 
the x-ray examination was not indicative of tuberculosis. A num- 
ber of cases similar to those described by them have been found in 
the present series. Continued observation of these cases will be 
carried out. 

No cases of proved pulmonary tuberculosis have been encoun- 
tered in this series. Several have been diagnosed ‘clinical tuber- 
culosis,”’ but in none of them have tubercle bacilli been found in 
the sputum, nor were the physical signs conclusive of this condition. 
Achard and Flaudin had a similar experience. In their series only 
three cases of tuberculosis were found, and these they classified as 
“secondary complications’. It may be stated, therefore, that there 
is no evidence to date, that chlorine gas poisoning render the 
patient more liable to pulmonary tuberculosis. 

Considerable interest is being taken at the present time by 
insurance companies in regard to the influence of gas poisoning 
on the expectation of life. Too short a time has elapsed, as yet, 
to warrant any observations on this point. In addition, the num- 
ber of cases which have been thoroughly followed is too small to 
allow of any definite statement on this matter. 

(The facilities for following the records of the cases reported 
in this series were provided by the Medical Research Committee, 
the Canadian Record Office, and the Board of Pension Commis- 
sioners of Canada. To all of these we wish to express our thanks.) 
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POSTURAL ALBUMINURIA 


By Matcotm Mackay, B.A., M.D., C.M. 
Sherbrooke, Que. 


MAN Y authors state that postural albuminuria is a condition 

frequently met with, but I venture to say that the average 
general practitioner does not often recognize the condition in his 
“daily round and common task” and as this may prove a hardship 
and even a detriment to the patient, I feel that it will not be amiss 
to draw attention to the possibility of meetirg such a case. 

As students, we were impressed with the idea that albuminuria 
meant renal disease, and rightly so; but, as far back as 1878, Moxon 
pointed out the probability of there being a non-nephritic albu- 
minuria, and Rooke, Pavey, and Sterling confirmed his statements 
and placed the condition upon a definite clinical basis. Since that 
time many investigators have used the various functional tests 
which have from time to time been advocated, and better still, 
have followed up cases of this type; so that Goodhart is able to 
declare with authority that such cases are reasonably good risks 
and should be allowed life insurance; and Dieulafoy states that if 
these albuminurias are not physiological in the true sense of the 
word, they are at least compatible with good health, which, clinic- 
ally speaking, leaves nothing to be desired. 

In illustration, I should like to report the case of a young man 
twenty-sever years of age, who was rejected by three medical 
boards on examination for the flying corps, the reason for rejection 
being that he was suffering from nephritis. As he had just been 
married and considered himself physically sound, he returned to 
his family physician in some alarm, only to bave the diagnosis 
confirmed. A second specimen, taken later, however, showed not 
a trace of albumin and he was referred to me in consultation. 

The patient was a young map, tall and rather slight, with 
a somewhat marked lordosis in the lumbar region. He was of a 
rather nervous disposition, but having no complaints except weak- 
ness, which he attributed to restrictions in diet. Examination of 


a a 


Read at the fiftieth annual meeting of the Association, Quebec, June 27th, 1919. 
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urine passed in the morning upon rising, showed that it was acid, 
specific gravity 1026, no sugar, no albumin, no casts, but a specimen 
passed in the office showed marked albumin, both on boiling and 
with cold nitric acid. Cold acetic acid also showed a cloud (euglo- 
bulin?). The patient was then instructed to lie down, and half an 
hour later a normal specimen was passed. Next he was placed with 
his back against a wall, and in twenty minutes the urine was loaded 
with albumin. : 

These experiments were repeated on several occasions, and the 
urine invariably showed some albumin after exertion, and a great 
deal after a very erect posture was assumed. Janeway has pointed 
out that a true nephritic albuminuria that shows albumin on stand- 
ing will show more albumin after exercise; while in these cases this 
phenomenon is reversed. 

A Mosentbal renal function meal was then given with the fol- 
lowing result: 


I astsincaceaccaan 105 c.c. 1022 specific gravity 
10-12...................184 ee. 1021 9 
I shi iscecsaces See 220 c.c. 1018 - ia 

Is cs esis wcarceed 315 ¢.e. 1018 ee 

a, er: 300 ¢c.c. 1018 - 

OT ec gers 84 ¢.c. 1026 3 * 
Total dav.. ........ 1208 c.c. 

8-8 night.. .......400¢.c. 1028 - ‘i 
Total 24 hours..1608 c.c. 

Intake.... .........1760 c.c. 
Balanee....... ........152 e.e. 


Phenolsulphonephthalein test 62 per cent. in two hours. 


A case like this is quite puzzling at first, unless one has the 
condition in mind, and it is obvious that a snap diagnosis of neph- 
ritis from a single specimen of urine is like all other snaps—easier 
to make than to explain away. 

Cabot has time and again called attention to the frequency 
with which nephritis and uremia are mistakenly diagnosed, normal 
kidneys being found post mortem. On the other hand let us be 
alert to discover and note the early symptoms of nephritis. We 
must be more painstaking and more methodical in our routine of 
examination. In the first place let us examine the patient, and not 
leave everything to the laboratory. The general appearance, the 
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history, with the past illness, the physical examination, particularly 
of the cardio-vascular system, including the blood pressure, blood 
examination and fundi. (It may seem rather odd to class the 
fundus oculi with the cardio-vascular system, but here we have the 
only clearly visible arteries in the body, and far too few of us take 
advantage of this fact in our general survey of our patients.) 

Then we must examine the urine passed at different times of 
the dav. One of the best methods is that following Mosenthal’s 
renal test meal. Unfortunately a functional renal test seems to 
the average practitioner to present insuperable difficulties, but here 
is a test which in its simplest form requires only seven bottles and 
a urinometer. To calculate the nitrogen and sodium chloride is 
of course important, but a great deal of valuable information may 
be obtained without carrying out this part of the test. The red 
test is amost as simple, and costly colorimeters are quite unneces- 
sary, it being very easy to make one with two test tubes. 

I have indicated briefly the important differences which are 
found in comparing nephritis with non-nephritic albuminuria, 
and now wish to emphasize the fact that although these patients 
have no nephritis, yet as a rule they are nervous, poorly developed, 
and in general below par, and our treatment must be designed to 
build them up and improve their general tone. Correction of pos- 
ture, plenty of food and fresh air, with regular and regulated exer- 
cise will, as in the case cited, bring good results. 


InsTEAD of going to Berlin and Vienna for their post-graduate 
course, young American doctors are likely to go to London, where 
an exclusively American hospital is about to be built. A meeting 
will be held to consider the plans at the house of the Royal Society 
of Medicine; Lord Reading will preside. The scheme, of which 
Dr. Philip Franklin, the aural surgeon, has been the prime mover, 
is the result of the close contact of United States and British medical 
men during the war. Already, in England, there are about two 
hundred American doctors taking the post-graduate course of the 
Fellowship of Medicine. The new hospital will become the head- 
quarters for United States medical students who come to Europe, 
and will be the centre from which the post-graduate will be able 
to make use of the exceptional clinical —— offered by London 
and the provinces. 
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ON ACIDOSIS 


By A. D. Buackapsrr, M.D. 


Professor of Therapeutics of the Diseases of Children, 
McGill University, Monireal 


aanee apology is needed for the presentation of this paper which 

represents no original chemical or clinical research on my 
part but only imperfect observations carried on in a few startling 
cases seen by me in consultation with other physicians and a study 
of the investigations and papers which have recently appeared for 
the most part in more advanced scientific magazines. 

Until the investigations of these last few years our knowledge 
of acidosis has been confused and imperfect; advances have been 
made slowly and our knowledge is still far from complete. 

With the discovery in the urine of large amounts of ammonia 
about 1880 began the search by chemists for acid radicles in the 
organism, and this search shortly led to Stadelmann’s discovery of 
oxybutyric acid. Then came Kussmaul’s clinical observations on 
the air hunger of advanced diabetics, followed by Naunyn’s state- 
ment, made as recently as 1906, that be regarded acidosis as an 
abnormal metabolic condition in which hydro-oxybutyric acid is 
formed in large quantities; a statement which led to much confused 
thought and the persistence in the profession of erroneous views 
regarding this condition and the so-called acid intoxication. 

Lawrence Henderson, of Yale, was one of the early successful 
investigators of acidosis and in a very interesting paper, which 
appeared in the February number of ‘‘Science” for 1915, presented 
us with our first clear explanation of its occurrence. Acidosis, in 
his view, arises from many causes, but must be regarded as a disturb- 
ance of the regulation of the alkalinity of the blood plasma and 
tissues, so severe or so long enduring as properly to be termed patho- 
logical. A definite but slight alkalinity of the blood plasma he 
finds to be one of the most important conditions of life; any serious 
deviation from which, inducing any definitely acid condition of 
the blood, renders life impossible. The constancy of this slightly 
alkaline condition of the blood is maintained by an autonomous 
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self-regulating power present in all the higher grade of mammals, 
and this alkalinity appears to be the most carefully guarded of all 
the constants in the body, among which may be placed, the tempera- 
ture of the body, the osmotic pressure and concentration of the 
salines in the blood, and the chemical composition of the tissues, 
notably as to their nitrogen equilibrium. 

The term acidosis has been used in the past in a loose way 
with considerable range of meaning. Used at first to designate 
the symptoms which developed when acids were fed experimentally 
to animals, it is now limited to conditions in which the reserve 
alkaline salts of the blood have been greatly diminished in amount. 
This is a condition, however, which, owing to Nature’s precautions, 
takes place very infrequently.* As a result of the various meta- 
bolic processes continually carried on in the living body there is a 
constant production, variable in amount and character, of acid 
radicles in the system. These are prevented from interfering to 
any extent with the normal alkalinity of the blood by three pro- 
cesses which under the control of the regulating centres in the 
body are in continuous activity. These processes are, oxidation, 
neutralization and elimination. 

In the short time at my disposal it is impossible to enter into 
explanations of the estimation of acidity and alkalinity by the 
hydrogen-ion and bydroxyl-ion content of the blood plasma, but 
even without entering into these details we can, I think, obtain a 
fairly clear understanding of the conditions involved in acidosis by 
a study of the following facts: 

Owing to the presence in the blood of so-called ‘‘buffer”’ salts, 
a maximum amount of acid is able to be neutralized with a minimum 
amount of change in reaction. If we take two test tubes, one of 
which contains an isotonic solution of sodium chloride, and the 
other a dialysate of blood, the acidity produced by a drop of hydro- 
chloric in the saline will be very much greater than that produced 
by a similar drop in the blood serum. This is due chiefly to the 
presence in the plasma of phosphates of sodium and potassium, 
but also in part to the presence of colloidal protein, which has a 
definite influence in maintaining an amphoteric reaction. 

A rough demonstration of how these salts act in maintaining 
this reaction may be given as follows: 


*Haldane in a very recent article defines it as a diminuition in the normal slight 
alkalinity of the blood, and distinguishes between a primary acidosis due to flooding 
of the body with acids and a secondary acidosis which is an adaptive physiological re- 
sponse to lack of oxygen.—Nature, May 1st, 1919. 
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A solution of acid sodium phosphate has an acid reaction; a 
solution of ordinary sodium phosphate has an alkaline reaction, 
but almost any mixture of the two salts is neutral to ordinary tests 
for acidity, and such a mixture will take up strong acids or alkalies 
in fairly large quantities with only a very slight change in the 
character of its reaction. 

HCl +Na HPO, = NaCl + NaH,PO, 

NaOH +NaH2PO, = Na,HPO,+H2O0 
There may be a change in the ratio between the amounts of the 
several ingredients, but the alkaline reaction remains. 

Again, free carbon dioxide is present in body fluids at all times, 
both in combinations, and free, and normally in such concentration 
and amount that it automatically converts into bicarbonate all 
bases not bound by other acids The bicarbonate content may 
thus be considered to represent the excess of basic salts in the blood 
left after non-volatile acids have been neutralized and also the 
amount available for neutralization of any further amount of acid 
entering the blood; consequently it may be spoken of as the alkali 
reserve of the body. This bicarbonate content ranks in amount 
as the third important ingredient in the blood, and it is maintained 
in health at an almost constant level. The limits of variation in 
its amount may be regarded as similar to those of the pulse rate. 
A serious depletion of the normal amount will immediately bring 
on symptoms of acidosis. 

Acids and acid radicles are constantly elaborated by the 
organism from the oxidation of carbon, phosphorus, nitrogen, and 
sulphur, and find their way into the blood. These must be neu- 
tralized so that the normal alkaline reaction may be maintained. 
The organism of a healthy individual effects this in three ways so 
that the neutralization of these acids takes place with little strain, 
and the alkaline reserve remains a constant. 

1. Acids formed in the body, or introduced from without, 
displace the carbon dioxide from the alkaline carbonates in the 
blood, setting the carbon dioxide free to be removed by pulmonary 
ventilation. A neutral or acid salt is formed which is promptly 
eliminated by the kidneys. Alkaline salts of sodium and potassium 
are introduced in the food to supply the requirements of the blood 
plasma. 

2. The eliminating power of the kidneys is the second defense 
of the normal alkalinity of the plasma. While it is remarkable 
that the kidneys are able to secrete an acid urine from an alkaline 
blood plasma, acid salts from an alkaline serum, it is also very not- 
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able how sensitive the kidneys of a normal imiobiual are to changes 
in the amount of acid phosphate i in the blood and how they con- 
form their work to the varying amount of acid salts in the plasma. 
Their prompt elimination of these acids form a most important 
protection to the normal alkaline reserve in the blood. Patho- 
logical changes in the kidney structure may, however, seriously 
interfere with this elimination and when such interference with 
elimination takes place, acid salts may accumulate in the blood 
and induce symptoms of acidosis. 

3. The third defence of the system against a condition of 
hypo-alkalinity in the blood is the system’s reserve power of inter- 
cepting the ordinary metabolic process for the conversion of waste 
or excessive nitrogenous material into urea, and forming instead of 
it ammonia, thus securing another base for the neutralization of 
any excessive acid formation. 

There are two well recognized conditions in which, despite 
these defences, acidosis may develop. The first is the most notable, 
and is such a serious disturbance of carbohydrate metabolism, of 
which diabetes is an excellent example, as may lead to the forma- 
tion of an enormous excess of acid radicles in the system. These 
acid radicles make heavy demands on the alkaline reserve of the 
blood and call forth all the latent ammonia-producing power of the 
system. In such cases we generally find an abnormal excess of 
nitrogen produced from the catabolism of the proteins, so that the 
amount of ammonia formed in defence of the alkali reserve is con- 
siderable. 

The percentage of urinary nitrogen eliminated under normal 
conditions in this form is small, not exceeding two or three per cent., 
but in diabetes, and in other conditions of disturbed carbohydrate 
metabolism, we find from 10 to 40 per cent. of nitrogen ordinarily 
excreted as urea now excreted as ammonia. 

Notwithstanding this great effort of the organism to save the 
amount of alkali reserve in the blood, all of us recognize the lia- 
bility in diabetes to its depletion and to the appearance of the 
dreaded symptoms of acidosis and coma. 

The second condition in which acidosis may develop is neph- 
ritis, especially the chronic diffuse forms of nephritis in the adult 
and the severe acute forms of nephritis in children. 

The causes producing acidosis in nephritis, however, are quite 
different from those existing in the acidosis arising from a disturb- 
ance of carbohydrate metabolism. Symptoms of acidosis develop- 
ing in nephritis are due almost entirely to a defective elimination 
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of the acid phosphates, a condition met with chiefly in nephritis 
of the frankly parenchymatous type, and in the early stages of the 
chronic interstitial and arterio-sclerotic forms, but which may also 
develop and become pronounced in uremia arising from any form. 
A similar condition is sometimes met with in children in whom, 
owing to a profuse watery diarrhtea, or to high fever with limited 
intake of water, the urinary output is greatly diminished. In 
both conditions the acid salts accumulate in the blood, its bicar- 
bonate reserve and normal alkalinity is seriously diminished, and 
its hydrogen-ion concentration is increased. 

The lungs constitute a safety valve against this condition. 
The slightest increase of this hydrogen-ion content in the blood 
stimulates the respiratory centre. Variations in the amount of 
the hydrogen-ion concentration too slight for our existing methods 
of measurement to determine react on the depth and frequency of 
the thoracic excursions increasing the amount of oxygen absorbed, 
and of the carbon dioxide thrown off, and leading to_an increased 
supply of oxygen to the tissues, with a lessening of the carbon di- 
oxide in the blood plasma. 

It has been stated also that with the reduction of the normal 
bicarbonate constant in the blood, there develops an impaired 
capacity of the blood to convey carbon dioxide from the tissues to 
the pulmonary alveoli. 

In many cases, nature’s efforts at elimination restores the nor- 
mal equilibrium. If, however, the hydrogen-ion concentration 
continues to rise in amount, the stimulation of the respiratory 
centre increases; the individual becomes gradually hypernteic, 
with the blood in his veins not cyanotic but rather brighter than 
usual, owing to the increased intake of oxygen, while the pulmonary 
alveolar air and the blood plasma both show, if examined, a marked 
diminution of the carbon dioxide tension; from a normal of 35 to 
40 it may sink to 25 or even 15. 

The clinical symptoms indicating this condition are deep 
pauseless respirations, gradually increasing in rapidity, associated 
with a stuporose condition gradually deepening into coma; 4a 
marked diminution of carbon dioxide in the alveolar air will now 
be found to fxist. If at an early stage of this condition the alkali 
reserve in the plasma is restored by the administration of sodium 
bica-bonate in sufficient amounts either by the mouth or, in severe 
cases, intravenously, the symptoms rapidly subside; otherwise the 
hyperncea increases, and life terminates in a comatose condition. 

Acidosis may therefore be defined to be a condition in which 
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depletion of the alkali reserve in the system has taken place with 
diminution of the normal alkalinity of the blood plasma, manifesting 
itself clinically by deepened respiratory movements. It is not 
merely an increased production of acid in the system nor can it be 
regarded as merely an increase of acid salts in the blood, although 
both of these conditions may favour its development; neither is it 
necessarily connected with the presence of ketones either in the 
blood or in the urine. The important factor appears to be the 
depletion of the alkali reserve in the blood, with an increased H-ion 
content in the blood. 

The causes bringing about acidosis may be various. It may 
be due to an excessive production of acid in the system; very rarely, 
in man, is it due to an ingestion of acid in large quantities, or to a 
lack of alkali in the food. It may be due to a failure of the kidney 
to eliminate the acid salts in the blood. Associated with any of 
these causes may be a failure to produce ammonia in sufficiently 
large amount; but so far as we know, symptoms of primary acidosis 
when they arise always imply a diminution of normal alkalinity 
with depletion of the bicarbonate constant in the blood. The bi- 
carbonate constant may have variations in its amount from many 
causes, but like the other constants in the body, the variation 
becomes a danger only when it reaches a certain intensity. 

How are we to recognize the early stage of danger? As a 
rule, increased pulmonary ventilation, as evidenced in deep, full 
ceaseless breathing without cyanosis, and with no physical signs 
of obstruction to the entrance of air, always signifies acidosis. 
The most useful test and at the same time a rational therapy is 
determining the amount of sodium bicarbonate which will render 
the urine alkaline. In the normal adult five grammes dissolved in a 
tumblerful of water will change in the course of an hour or two the 
usual acid reaction of the urine to an alkaline one. In some indi- 
viduals ten grammes may be required, in which case a second five 
grammes may be repeated at the end of two hours. In threatening 
acidosis, the amount required to render the urine alkaline may 
often exceed this amount several fold. It is inferred that this 
retention of alkali is an effort of nature to make good the depleted 
condition of the blood plasma, and the amount required is not only 
a test of the degree of acidosis, but is also our best rational therapy. 

It appears, therefore, that in all conditions of gradually deep- 
ening respirations without cyanosis, ‘‘air hunger” as it has been 
termed, the administration of sodium bicarbonate is called for, and 
may be given, according to the urgency of the conditions, by the 
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mouth, by the rectum, or by subcutaneous or intravenous injection. 
Its administration demands judgment, and caution should be exer- 
cised to avoid great excess. Large amounts by the stomach may 
give rise to, and will certainly increase if previously present, irri- 
tation of the gastric or intestinal mucous membrane. If given 
subcutaneously, the solution should not exceed two per cent. in 
strength and must be given with careful aseptic precautions. It 
is to be remembered that solutions of sodium bicarbonate cannot 
be boiled without the liability of converting the bicarbonate into 
the carbonate, and if this occur, sloughing of the surrounding 
tissues may ensue. When given intravenously, the solution should 
not exceed four per cent. in strength. Tileston has reported a case 
of tetany after large intravenous injections in a case of Weil’s 
disease. 

In the great majority of cases, however, the introduction into 
the system of sodium bicarbonate from 10 to 15 grammes or 
more in repeated doses till the urine becomes alkaline, gives prompt 
relief to the hypernoea and secures a comfortable rest to the patient, 
and in many cases saves life. 

In every case of acidosis, laboratory tests, when practicable, 
should be made. The urine should be examined for information 
as to the presence of any undue activity in the system’s defences 
against acidosis, as manifested by the presence of ammonia in large 
amount. It is to be remembered that an excess of ammonia may 
also be found after a diet rich in proteins and also in diseases causing 
an excessive breaking down of protein. Any excess of ammonia 
found should therefore be considered in comparison with total 
nitrogen retention. In some cases the urine may show an excess 
of acid salts, or the presence of oxybutyric acid in large amount; 
but any such examination of the urine presupposes a normal 
efficiency of kidneys to excrete acid salts. It is failure to excrete 
these salts that in some cases is the source of danger. Another 
important laboratory test is the determination of the CO, tension 
of the alveolar air and of the blood. This is generally regarded 
as the most important of the laboratory tests for acidosis. 

The increase of H-ion content is very difficult to estimate by 
laboratory methods. Peabody states that any increase of H-ions 
sufficient to react to tests is only present as a terminal symptom, 
and Crile also states that in the clinic increased H-ion concentration 
appeared only in the early stages of dissolution. 

Macleod, of Toronto, discussing the diagnosis of acidosis, 
strongly recommends as the best practical test for guaging any 
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diminution in the alkaline reserve of the blood the determination 
of the amount of sodium bicarbonate which has to be introduced 
into the body to make the urine alkaline. While to a normal man 
in health the administration of five grammes generally renders the 
urine alkaline, large quantities even as much as 100 grammes a 
day may be given when the alkaline reserve is seriously depleted 
without securing the excretion of an alkaline urine. 

The occurrence of acidosis in the adult, if we except cases of 
diabetes, is, however, infrequent. It is occasionally met with in some 
forms of nephritis, more rarely in some cases of rheumatic fever; in 
a few cases of pneumonia, and in severe burns; it is also liable to 
develop in surgical cases after hemorrhage and shock. It is met 
with more frequently in infancy and childhood. During the past 
three years I have seen five cases. One a young girl of twelve years, 
the others infants under the age of two years. The condition is 
liable to occur in severe diarrhoea, and especially in diarrhoea of a 
choleraic type with greatly lessened output of urine and consequent 
retention of the acid phosphates. It is also occasionally met with 
in cases of severe pneumonia in young children in whom the intake 
of water has been greatly interfered with. Occasionally symptoms 
of acidosis develop suddenly in an infant when a complete change 
in its dietary is made owing apparently to a rapidly developing 
acetonemia. In a case which I saw last fall, through the courtesy 
of Dr. Grant Stewart, the infant, ten months old, had been breast 
fed and was apparently perfectly healthy until two weeks before 
the onset of the symptoms. The weaning was difficult as the 
child refused the bottle. Vomiting set in suddenly, the infant 
became drowsy but irritable when disturbed; the temperature was 
normal, the pulse was quickened, the respirations were very deep 
and pauseless. No abnormal conditions were found on careful 
examination of heart, lungs and abdomen; the nervous system 
responded normally to tests. The hyperncea gradually increased 
and on the third day after our examination the infant died in a 
comatose state but with persistent hyperncea till almost the end. 

Four months later Dr. Stewart asked me to see a very similar 
case, in which an infant, suddenly weaned, developed in a few 
days vomiting, and deep breathing, the latter increasing in. fre- 
quency and depth. Death intervened on the third day. There 
was no cyanosis and no discoverable pbysical signs in either of 
these cases. 

Howland, of the Johns Hopkins Hospital, reports a very similar 
case developing in a child of twelve months, which was admitted 
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into the hospital on the second day of its illness, and died two days 
later. The only symptoms were the hyperncea and a semi-comatose 
state. All the laboratory tests were confirmatory of acidosis and 
nothing was revealed by a careful autopsy. Howland states that 
he is unable even to suggest the exact cause for the sudden develop- 
ment of acidosis in such cases. 

Although instances like the above are met with occasionally, 
they are not common, but it is important that the symptoms should 
be treated promptly at their onset. Acetonemia on the other hand 
is frequently met with, and is generally of slight importance. 

Acetonuria is of very frequent occurrence and arises in the 
majority of cases from deficiency of suitable food. Frew made an 
examination of the urine in six hundred consecutive cases of children 
entering the Great Ormond Street Sick Children’s Hospital of Lon- 
don, and found acetone bodies on the third or fourth day in 60 per 
cent. of the urines. The condition was a temporary one and did not 
appear to disturb the general health. Holt found acetone bodies 
present in the urine of 30 per cent. of two hundred consecutive 
cases entering the Babies’ Hospital of New York. In both cases 
the presence of acetone bodies was attributed to the difficulties of 
feeding children during the first few days of hospital life, rather 
than to any actual condition of disease. 

Acetone bodies may also be found in the urine of the majority 
of children suffering from infectious diseases, but they appear in 
no way to add to the severity of the attack. 

A statement has been made to the effect that while the appear- 
ance in the urine of acetone indicates a mild metabolic disorder, the 
presence of aceto-acetic acid signifies a more serious disturbance, 
and the presence of the oxybutyric acid one still more severe. 
This is not always the truth. It is to be noted that the nitro- 
prusside test for acetone is extremely sensitive, while the tests for 
the other two are much less so, and consequently urinary reports 
are sometimes misleading. All three bodies may be found in the 
blood even in comparative health. 

The condition known as recurrent vomiting has been attri- 
buted by many writers to a mild state of acidosis. Marfan states 
that acetonuria is invariably present and in some cases the ketone 
bodies are in great excess. Nevertheless it is not at present thought 
that the condition is due to the production of acetone bodies or to 
acidosis. A few cases have been reported, however, in which 
acidosis has developed with the formation of aceto-acetic and 
hydro-oxybutyrie acids in great excess, and gone on to a fatal 
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ending. Howland reports such a case. A child of three and a half 
years began to vomit without discoverable cause; his food had 
been carefully given and was rational in character. The vomiting 
became continuous and the child’s condition became worse rapidly. 
Symptoms of acidosis set in which were relieved at first by the 
administration of a small amount of sodium bicarbonate intra- 
venously. Acetone bodies were found in blood in great excess. 
The hyperncea recurred and the child died comatose. No patho- 
logical condition was revealed at autopsy. 

It is important, therefore, to recognize the fact that in children 
acetone body acidosis, sufficiently severe to cause death, may 
develop suddenly, apparently spontaneously; that mere starvation 
cannot be held responsible, and that some underlying and very 
obscure metabolic disturbance is thus far the only suggested cause. 


Tue International Conference of Women Physicians opened 
on September 15th, to continue in session till October 25th. It 
was held in New York at the headquarters of the War Work Council 
of the Young Women’s Christian Association. All women phy- 
sicians in the United States were invited to attend the meetings. 
In addition to this a number of distinguished foreigners were 
present, many of whom have won fame by their achievements dur- 
ing the war in helping to solve problems of health and morale 
vitally affecting the armies of the allies, both at home and in the 
field. 

Among the delegates to the conference were Dr. Christine 
Murrall and Dr. Mary Gordon, of London; Dr. Margaret Giboulent, 
Dr. M. Thuiller and Dr. Monod, of Paris. Canada was repre- 
sented by Dr. Ellen Burt Sherrat, Dr. Helen MacMurchy, Dr. 
Anne Young, Dr. Rosamond Leacock and Dr. Mary E. Crawford. 
Other delegates represented Holland, Italy, Norway, Sweden, 
Switzerland, Japan, China and Uruguay and other South American 
countries. 
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SURGICAL EFFICIENCY IN AN ARMY MEDICAL 
SERVICE 


By Hersert A. Bruce, M.D., F.R.C.S. (Ene.) 


Colonel British Army Medical Service and C.A.M.C.; Associate 
Professor Clinical Surgery, University of Toronto; 
Surgeon to the Toronto General Hospital 


pm of the most urgent needs of all the countries engaged in the 

great European war just finished, was surgeons and still more 
surgeons. As the supply of skilled surgeons was necessarily limited 
and never sufficient in the front areas when a battle was on, the 
problem of making full use of those available was a very pressing 
and important one. The enormous improvements in the results 
obtained by early ‘‘debridement” of the wounds in the casualty 


clearing stations, as compared with later operations in the base 
hospitals, not only in the healing of the wounds and the possibility 
of primary suture but in the incidence of gas gangrene, was so 
striking as to impress upon Sir Anthony Bowlby and the other 
consultants of the British Service, the great importance of increasing 
the number of surgeons in the casualty clearing stations, so that all 
the wounded could be operated upon there, if possible. This was 
the ideal to be aimed at. However, it never became possible of 
fulfilment during the early period of a big engagement and entirely 
broke down at the time of the great German offensive of March,- 
1918. 

The organization of surgical teams in the early part of 1917 
by the British Medical Service marked a great step in advance in 
the development of surgical efficiency in the front areas. These 
teams at first consisted of a surgeon, an anesthetist, a nurse and an 
orderly, later of two nurses and two orderlies, a total of six. These 
teams were mobile units made up in base hospitals and sent up to 
casualty clearing stations the day before we expected to attack, 
or were called up when the Hun commenced an offensive. 

The normal staff of a casualty clearing station provided only 


en 
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two surgeons and was sufficient only for peace times, but during 
attacks this had to be supplemented by eight or ten visiting teams. 
The great advantage of these mobile surgical teams was that they 
could be moved quickly to any part of the line where increased 
activity occurred. In order to still further increase the amount of 
work the surgeon could do, two operating tables were provided for 
each surgeon, so that he might be constantly employed and not 
kept waiting while the table was being cleared and another patient 
put on it. In order to utilize the special skill of the surgeon to the 
fullest extent, he should be relieved of the necessity of helping to 
prepare the patient and many other things which could as well be 
done by unskilled help. 

In the American service so-called ‘‘splint-teams”’ were organ- 
ized, made up of men specially trained in the application of splints, 
so that as soon as the surgeon had finished his operation on a frac- 
tured limb, the patient was turned over to specially trained men to 
have the splint applied. 

The Director-General of the British Medical Service on the 
recommendation and advice of the Consulting Surgeons in October, 
1917, arranged to have a certain number (two hundred and fifty) 
of nurses trained to give anesthetics and to use them in the various 
hospitals and on surgical teams, thus releasing a similar number of 
medical officers for other duties. These trained nurse anesthetists 
rendered splendid service in the great rush of casualties following 
the offensive of March, 1918. Their employment from this on 
gave such good results that regret was felt that they had not been 
used earlier in the war. 

I am able to take some credit for their employment in the 
British Army, as I had urged it upon the Director-General of the 
British Medical Service some time previously, but what really 
made this epoch-making change possible was the wonderful work 
of the American nurse anesthetists who went over with the six 
hospitals sent by the United States early in 1917 to staff British 
base hospitals in France, and of Miss Nicholson, the nurse anzs- 
thetist with No. 3 Canadian General Hospital. Their splendid 
work convinced the Director-General and the British Consultants 
of the value of women (without degrees in medicine) as anesthet- 
ists. British surgeons soon became enthusiastic supporters of nurse 
anzstheticts, and if the war had continued, there is no doubt they 
would have ultimately replaced medical officers in the giving of 
anesthetics in the British service. This would have released more 
than five hundred doctors for other much needed work. 
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You are probably aware of the fact that nurse anesthetists 
are employed almost exclusively in the American Medical Service, 
and most surgeons serving in France are now convinced that women 
make ideal anesthetists and their employment in increasing num- 
bers in civil hospitals is assured. The American Medical Service 
also had ‘“‘shock teams” consisting of men specially trained in the 
problems of shock, to work in their evacuation hospitals—the name 
they adapted from the French for the advanced hospitals which 
corresponded to our casualty clearing stations. 

Even with a dozen surgical teams working in a casualty clear- 
ing station, it was only possible to operate upon from 16 per cent. 
to 20 per cent. of the casualties coming in the first day of an offen- 
sive. So that it was clear if all casualties were to be operated upon, 
we should require four or five times the number of surgeons and a 
corresponding increase in the operating huts. The provision of 
two tables for each surgeon increased materially the amount of work 
he could perform. 

Professional efficiency 1 is so intimately bound up with medical 
organization that it is a matter of the greatest importance that all 
questions of a purely professional character in our medical service 
should be divorced from routine matters of organization and ad- 
ministration. 

Our permanent medical service before the war consisted of 
thirteen medical officers. The report of the Minister of Overseas 
Military Forces of Canada shows that there were one thousand, 
four hundred and fifty-one medical officers overseas at the end of 
1918. Of this number only a small proportion had previously been 
members of the C.A.M.C. Thus the vast majority were taken 
from civil practice, and it would seem only fair that these civilian 
doctors who gave their services at great personal sacrifice should 
not be punished for their lack of military knowledge, but I regret 
to say that this is what happened. : 

One of the most iniquitous things in the medical service was 
the necessity of eminent medical men being subservient to the 
administrative heads because the latter controlled promotions, 
honours and decorations. This war has conclusively demonstrated 
the fact that the permanent medical organization is not able to 
cope with the medical and surgical requirements of the army 
without help from the profession in civil life. 

It may be said that surely medical men are above such sordid 
influences as those referred to above, and I may at once point out 
that the doctor who leaves his practice and joins a military medical 
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service, puts his professional reputation in the hands of those in 
authority in that organization. They can either make or mar 
him, and it is a well-known fact that it is not necessarily the ablest 
physician or surgeon who is given the premier position in a military 
medical organization. In fact one can assert without exaggeration 
that frequently the reverse is the case. 

How then are we to ensure the most efficient medical and 
surgical service to our wounded? In my opinion, which is shared 
by the well informed, only by placing in full control of the treatment 
of the sick and wounded, medical men and surgeons who have 
proved their superiority in civil life. Such I believe can in no way 
detract from military efficiency, inasmuch as the administrative 
heads will be left in control of discipline and organization outside 
of all purely technical affairs. 

I had in view when occupied with the task of reorganizing the 
Canadian Medical Service in London in 1916, the creation of an 
advisory medical board of consultants drawn from civil life, two 
consulting surgeons, two consulting physicians and a consulting 
sanitary officer who would be charged with the responsibility of the 
treatment of the sick and wounded, and who would be given au- 
thority over the medical and nursing personnel. With the pro- 
fessional side of our medical service in charge of such a board of 
expert professional men, whose only thought and responsibility 
would be the care of the sick and wounded, one could be reasonably 
assured that the greatest care and discrimination would be exer- 
cised in the selection of the medical and surgical staffs of the various 
hospitals to ensure this end. Such a board would be constantly 
employed in collecting information as to the best methods to employ 
in treatment and when they had reached a conclusion on any sub- 
ject, such as the primary closure of wounds, or the use of Carrel- 
Dakin solution, or the necessity for the increase in surgical teams, 
etc., all they would have to do would be to communicate their 
decisions to the Director of the administrative side of the medical 
service who possesses the machinery for putting these decisions 
into immediate effect. He should have no power to review or veto 
such decisions. He would be a member ex-officio of the advisory 
medical board and would be conversant with their work. If the 
Director-General of Medical Services be (as he usually is) an officer 
who has not been in close touch with the scientific side of his pro- 
fession for many years, it would be nothing short of criminal that 
he be given autocratic powers which would enable him to nullify 
the decisions of a body of experts. 
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The American Medical Service, benefitting by the experience 
of nearly three years of warfare of the British, French and Belgian 
Medical Services, early arrived at a decision to divorce the purely 
professional side of their medical service from the administrative 
side, and appointed Dr. Finney, Surgeon to the Johns Hopkins 
Hospital, and one of the leading surgeons of America, as Director 
of the General Surgery in France, with the rank of Major-General. 
They appointed Dr. Thayer, one of the leading physicians of Amer- 
ica, as Director of the medical side of the service in France, with 
the rank of Major-General. Dr. Finney surrounded himself with 
a number of eminent surgical specialists whom he placed in charge 
of the various specialties of surgery, notably Dr. Hugh Young in 
charge of genito-urinary surgery, Dr. Harvey Cushing in charge of 
neurological surgery. He then appointed a number of consulting 
surgeons and assistant consulting surgeons for the various armies. 
. This entire organization was responsible to him and he was the sole 
director of it. The result of this was that although America did 
not get actively into the war until July, 1918, at the Armistice, 
America probably had the most progressive and efficient medical 
service on the continent. In saying this, I do not wish to be under- 
stood as in any way deprecating the wonderful work done by the 
British Medical Service. In fact, many American medical officers 
acknowledged their deep indebtedness to the British Medical 
Service for much valuable information which they made full use 
of in the organization and development of their own service. 

We had no Canadian Consulting Surgeon for our Canadian 
hospitals in France during the war.* We had no Canadian officer 
in charge of our hospitals in France until about a month before the 
Armistice, when a Canadian Director of Medical Services was 
appointed. The cumbersome method and delay to say nothing of 
efficiency and waste of money which the absence of a Canadian 
officer in charge of our hospitals in France involved is well known 
to all medical officers who saw service in France. 

Although we missed the opportunity of this development during 
the war that is just over, the subject is one of such paramount im- 
portance for our future medical service (because none of us have 


*Our Canadian Hospitals in France were, of course, visited by the British Con- 
sulting Surgeons of the area in which these Hospitals were situated, but, they were of 
no real value in checking up the work of the surgical staff, because, they felt such 
action on their part would be resented by the Canadian Authorities. Their duty was 
to report only to the British Medical Service in France, whereas, the Medical 
Personnel of Canadian Hospitals in France was directed and controlled by Canadian 
Medical Headquarters in London. 


















ASSOCIATION JOURNAL 993 


the Utopian belief that this is the last war) that we should benefit by 
our experiences as well as our mistakes, and now in times of peace 
insist upon our army medical service being developed into a sound 
strong and efficient organization for the future; and, gentlemen, 
this can only be done by the profession insisting upon the Govern- 
ment securing the advice and co-operation of some of the able men 
who have seen service in this war, all of whom will soon be de- 
mobilized. 

I should like again to pay a tribute of respect and admiration 
for the excellent character of the work performed by the medical 
officers in the C.A.M.C. during these five years of war, at great 
personal sacrifice. 


THE provincial bureau of public health has completed arrange- 
ments with the federal health department for the expenditure of 
Saskatchewan’s share of the $200,000 voted at the last session of 
the federal parliament especially for the purpose of combatting 
venereal diseases. The announcement was made recently by Hon. 
George Langley, minister in charge of the health department. 
The amount Saskatchewan receives will be between $16,000 and 
$17,000. Under the plan which has now been perfected a similar 
amount will be expended by the provincial government, so that for 
this special purpose some $35,000 will be available during the next 
twelve months. Efforts will be made to distribute the benefits of 
the grant to all parts of the province. Some ten or. more clinics 
~ will be established in different districts, and, generally speaking, 
these will be associated with public hospitals. At these clinics 
the work of diagnosing suspects will be undertaken, and preventive 
and curative measures applied. 

The medical profession has assured the bureau of public 
health of their active co-operation in efforts to stamp out these 
diseases in the province. It is the intention to employ a competent 
and experienced medical man as superintendent who will under- 
take a general supervision of venereal diseases, and the local work 
at the clinics will be in charge of local practitioners. The grant 
from the federal authorities will be devoted to paying the prac- 
titioners in charge of the work at the various clinics, while the 
contribution made by the Saskatchewan government will be ex- 
pended in providing accommodation and equipment, and the 
necessary laboratory expenditures that may be involved. 
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TICK CAUSED PARALYSIS 


By Joun L. Topp 


McGill University, Montreal 


po® years, general practitioners in Southern British Columbia 
and in the north-western part of the United States have known 
that children, when bitten by wood-ticks, sometimes develop 
paralysis. The paralysis may be fatal; but the children usually 
recover and the paralysis disappears if the ticks are removed. 

Records of such cases were first printed in this Journal’. 
Temple’, and Bishopp and King’, a little later and independently, 
and Cooley* published records of similar cases from the United 
States; while Cleland’ and Eaton® described paralysis of a similar 
association in Australia; and additional cases were recorded from 
British Columbia.’ It was also reported that in British Columbia 
and in South Africa a paralysis of sheep is attributed to the bites 
of ticks. Hadwen*, and Hadwen and Nuttall’, by feeding ticks on 
lambs and a puppy, were able to produce paralysis in the laboratory. 

At the middle of 1914 it was known, then, that paralysis of 
children in Western North America and in Australia, and paralysis 
of sheep in British Columbia and South Africa, followed the bites 
of ticks. That the bites of ticks, Dermacentor venusius, from 
British Columbia, might be followed by paralysis in experimental 
animals was also known. During the war, additional cases of 
tick-caused paralysis in children have been recorded from Australia’® 
and from British Columbia™, and Doctors W. T. Thornton and F. 
W. Green reported the two following cases: 

1. In May, 1917, a three-year-old child, said to have been 
perfectly well on the previous day, was examined. The child’s 
temperature was 101° F.; its body was limp and muscular weakness, 
rather than paralysis, was general. Examination showed the 
presence of a tick. Recovery followed its removal. (W. T. T.) 

2. A girl child (aged ten?), who had gone to bed apparently 
well, fell when she attempted to get up next morning. It was 
found that her legs were paralysed; knee jerks absent; consciousness 
unimpaired. Her temperature was normal and her pulse was 
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slightly quickened. On this, the first day, the child felt well but 
developed choreic movements. On the mornng of the second day, 
paralysis of legs and abdominal muscles was complete. On the 
third day paralysis had ascended and both arms were completely 
paralyzed. Consciousness was still unimpaired. An engorged tick, 
found embedded in the head, was removed. On that night she 
breathed with difficulty, the respiratory muscles gave evidence of 
commencing paralysis. Next morning the pulse was greatly 
quickened, her heart was weak, and the child died from respiratory 
failure at noon of the fourth day. At no time were the sphincters 
affected nor was there a rise of temperature. The tick removed 
from the head was Haemaphysalis cinnabarina. (Identified, through 
the kindness of the Chief of the Bureau of Entomology, United 
States Department of Agriculture, by F. C. Bishopp. This ob- 
servation associates a second species of tick with the occurrence, 
in British Columbia, of paralysis in children.) 

Three other, not completely engorged, ticks (Haemaphysalis 
cinnabarina) were removed, in the same year, from children by 
Doctor Green and his partner, Doctor R. E. L. McKinnon. This 
is the only case in their practice in which ill effects, other than a 
local inflammation, has followed tick bites. 

From the evidence accumulated, it seems certain that ticks 
may cause paralysis in human beings, especially in children. In 
rural districts, physicians who examine cases of progressive and 
sudden paralysis should make it a practice to search for a tick. 
They are most often found about the back of the head and neck. 
If a tick is found, it should be removed carefully and be sent, living 
if possible, to a laboratory for examination and identification. If 
the tick’s head be torn off and left fixed to the skin, the bite may 
become infected and an ulcer be produced; some of the local infec- 
tions which have been reported to follow tick bite were exceptionally 
severe. 

Nothing definite is known of the manner in which the local 
and general effects of tick bite are produced. In order that know- 
ledge of these things, and of the distribution of tick-caused disease, 
may be increased, it is urged that practitioners who meet with cases 
where symptoms are associated with the presence of ticks, should 
record their experience. 
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Tue Orthopedic and Surgical Appliances branch of the de- 
partment of Soldiers’ Civil Re-establishment have depots scattered 
throughout Canada where disabled men can receive immediate 
attention. Both this and the research branch of the department 
was organized to keep constantly in touch with the progress of 
other countries, and also to experiment from time to time with a 
view to the improvement and the securing of the best appliances 
upon the market for the Canadian disabled. 

An important conference was recently held in New York City 
to discuss the best means and methods of overcoming the handicap 
of war as represented in our maimed and wounded heroes. Repre- 
sentatives from Canada, the United States, France, Belgium, 
Italy and Great Britain attended this conference and the consensus 
of opinion was that appliances in the form of hooks had, up to this 
time, proved the most beneficial and practicable substitutes for 
the human hand. Types of artificial arms which embodied movable 
fingers, mechanically operated, were given thorough consideration 
by the orthopedists present, who finally came to the conclusion 
that, owing to the complicated mechanism necessary, such types of 
hands would not have a lasting practical use. 
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TOWN PLANNING AND CIVIC AUTHORITIES 


By J. E. Laperesr, M.D. 


Montreal 


THE object of town planning is to make a city more convenient, 

efficient, beautiful, and, above all, more healthy. The term 
“town planning” is thus a general one and includes physical plan- 
ning such as transportation, public works, supplies, utilities, social, 
legal, financial planning, and hygiene, the aim of which is to check 
the dangers inherent in a grouping of individuals. One of the most 
important subjects to which many sanitarians have given much 
thought is the housing problem. 

The subject of housing is one that should pre-occupy all those 
who have to deal with public hygiene, and especially, the municipal 
authorities. However, we much confess that, until of late years, 
this important Matter received little consideration from public 
authorities; this is due, gentlemen, to the ignorance of the public 
in matters of hygiene. Even among our own colleagues of the 
medical profession, the knowledge of hygiene is very rudimentary; 
many physicians rest satisfied with the ordinary routine of their 
practice and their studies, their work does not extend beyond the 
realm of pathology; very few, unfortunately, take a serious interest 
in matters of hygiene. And yet, is not the hygienist the guide 
and the sanitary adviser of our families? The construction and 
maintenance of attractive and healthy habitations are amongst the 
principal objects of hygienists, and the same should also be the aim 
of our colleagues in the medical profession, as well as the aim of 
municipal authorities. These two important factors, ‘‘sanitation”’ 
and ‘“‘hygiene’”, naturally lead one to seek for pure air and sunlight 
which are the two important agents necessary to keep our body in 
good physical condition or to restore impaired health. 

The public is not generally refractory to sanitary legislation 
and, if we see so many unhealthy dwellings in large cities, it is due 
to the ignorance of the principles of hygiene; and as sanitary law 
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can only have a beneficial effect when it is in accordance with the 
public conceptions, it follows that education and legislation should 
be the two great factors necessary to improve the actual state of 
affairs in so many cities of this country. 

The problem of sanitary habitations for all classes of the popu- 
lation is, it is true, of a rather complex nature; therefore, we must 
have recourse to all scientific and philanthropic associations; to 
the working classes as well as to the liberal professions or to the 
great financiers; in a word, it is necessary to rely upon every person 
of good will in order to secure for the population pure air and 
sunlight in abundance. 


How many families live in narrow and dark wretched lodgings 
where the sun’s rays never penetrate? What restoring sleep will 
the tired workman find coming back home after his day’s labor 
to breathe mepyhtic air, and to introduce into his organism bacteria 
which will find in a weakened body a medium favourable to their 
development? Very often this workman will leave his sad dwelling 
to go to a tavern where alcohol will hasten the fatal solution. 


The question of housing should be embraced in all social 
reform works; that is to say, each and every one should co-operate 
to assure healthy habitations. Persons espousing this laudable 
cause will not be sufficiently prepared for the struggle if the govern- 
ments, whether federal, provincial or municipal, do not lend their 
assistance. It is not simply a legislative intervention that is neces- 
sary, financial aid is of prime importance. 


Education is also an important factor; because in order to 
transform permanently the condition of dwellings, the habits and 
morals of the people must be changed; they must be made to under- 
stand better the actual state of affairs; they must be inculcated with 
the desire of cleanliness, and finally they must be made to appreciate 
the benefits of sunlight and pure air to preserve human health. 

Instead of leaving to the initiative of individuals or of specu- 
lators the care of laying out streets more or less wide, rather the 
latter than the former, whoever the authorities be they should 
take in hand this transformation, and by buying, to sell later on, 
all vacant lots in a given radius, should, after having made the neces- 
sary improvements, sell these lots, while making certain restrictive 
conditions which would prevent, to the detriment of esthetics, cer- 
tain persons from erecting structures which would depreciate the 
surrounding buildings. 

Before a public administration determines the undertaking of 
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a sanitary measure of this kind, the problem to decide upon requires 
intervention on the part of the hygienist, because of his knowledge 
of public sanitation; of the financier, because this work calls for 
extraordinary expenses; also of the engineer who by his knowledge 
and training is well prepared to tackle any problem for future 
city expansion. But, all hygienists, financiers, and engineers are 
not all equally qualified to fulfil this task; they must be learnea, of 
great conceptions, they must be persons who foresee the future, 
they must be persons of duty, whose activity increases according to 
the difficulties to be encountered, people for whom difficulties only 
exist to be overcome; in fine, people for whom difficulties have the 
allurements of a stimulant and not of a sedative. 

The public do not always choose such qualified men to ad- 
minister their affairs; they sometimes consider as worthy of such 
a task a man who has been able to make a certain trade successful. 
This man may be a clever tradesman, but he is not necessarily a 
business man in the strictest acceptation of the word. As financier, 
here must be understood the man who conceives the needs, not 
only for the present, but who foresees for twenty, thirty years 
hence, the man who can say: “In ten, in twenty years, we will 
have a population of so much, an income of so much, and we will 
have such and such sources of income to pay for the improvements.” 
The real business man will be the one who will find the necessary 
money to make successful all great public enterprises which are 
needed. 


The engineer or the expert city planner will foreknow the need 
for a great boulevard, for a park, for a sewer system of such or such 
dimensions to meet the requirements of the future; a man who 
will secure for a city a water supply free from all possible causes of 
contamination. 

Opportunists are not needed to administer a large city; the 
men required are those who are continually in quest of progress, 
and who are able to secure it. 

In our American cities the methods of rendering a town sani- 
tary differ from those now employed in European cities, which 
are surrounded by thick walls and deep ditches. All around our 
cities there are fields, large open spaces which a municipality could 
acquire to divide into building lots, according to a well studied 
uniform design which would be transformed into attractive 
suburbs, new wards, having all desirable modern arrangements 
such as large parks, wide avenues, securing abundant aeration, 
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proper light for the houses, abundant supply of water free from 
all contamination, underground wires, etc. This perfect hygienic 
arrangement of these new wards is only possible if municipal au- 
thorities take it in hand as above suggested; left to private initiative, 
these new wards will be just as bad, if not worse, than the old ones. 

Nowadays, the facility and cheapness of communication by 
trolley cars almost cancel distances. Workmen are transported 
from one end of a city to the other for but a few cents, and the 
distance to the workshops is no longer an obstacle to the conver- 
gence towards the periphery of great agglomerations of people. 

Under such conditions, a progressive administration, with 
expenses relatively low, would make great improvements, the 
result of which would be to render sanitary and to facilitate the 
circulation of a whole ward. Moreover, the great increase in the 
population of certain centres requires new ways of communication; 
the opening of long and wide boulevards, and the rendering healthy 
of these old wards by making parks which will be wells of air and 
light in those overcrowded centres where the houses are insalu- 
brious habitations, in which light and pure air seldom penetrate. 
All these ameliorations will necessarily make these, lodgings dis- 
appear; these lodgings, where nothing but ruin and misery are to 
be seen; where ignorance, routine, the evil glare of cities, inveterate 
habits, too often unhealthy and costly, confine the population in 
these centres where physical degradation awaits them. 

As a consequence of these great transformations the people 
who lived in these centres will be taken to those essential spots, 
where light, air, and space are not spared; this is what I call making 
headway, notwithstanding the increased cost for public works and 
public utilities. 

These improvements cannot be made without exciting much 
criticism from narrow-minded people; but the general interest must 
always prevail. 

In most of the larger cities, there exists a certain sordid and 
unhealthy district called slums, inside of which throngs of people 
are gathered, and where their mode of living, their limited means, 
their ignorance of the most elementary principles of hygiene and 
cleanliness, predispose them to infection and physical disablement. 
These clusters of insalubrious houses are so many sources of con- 
tamination in which death, especially infantile death, reaches sur- 
prising proportions, The necessity of causing these clusters to 
disappear is uncontested by all those who have to deal with public 
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health. But it is necessary to know these unhealthy spots and the 
authorities can only get a clear idea of them by establishing sanitary 
records of all the houses in each municipality. This index will be 
the guide which will lead them in such an important work of finding 
out and correcting the unhealthy areas. 


But the main obstacle to these improvements encountered is 
their expense. A good administration, helped by just and equitable 
laws, can reduce these expenses to a minimum. In fact our aim 
should be: 


First: To suppress speculators who are always upon the 
watch for these great improvements and are an obstacle to their 
realization. 

It seems to me that expropriation would be made more easy 
and ‘just if the legislature enacted that, for expropriation purposes 
of public interest, a municipality could in a few years, let us say, 
three or four years, buy the land to be expropriated at the municipal 
estimate price of the last four years, plus 20 per cent. By this 
method the municipality would know exactly what the cost 
of a projected expropriation would be. The owners will be inter- 
ested in seeing that their real estate be always reasonably taxed. 
Nowadays expropriation laws protect private individuals to the 
prejudice of the community; it is the reverse which ought to exist. 

Secondly: To institute in each municipality a card-index 
system for all the houses, and to amend by-laws in order to render 
them éfficacious and in accord with all the needs. The by-laws 
should make the proprietor responsible for the good-keeping of 
his house; and this for his own interest because his property will 
deteriorate less and not lose in value; owners are particularly inter- 
ested that their city be a healthy one, and that its welfare shall not 
be compromised by unclean and careless tenants. The owner can 
always compel a tenant to keep his premises in good order, or 
oblige him to leave. Municipal authorities are not always able to 
do so; the tenant owns nothing and the authorities have no recourse 
against him. In fact many landlords are satisfied with their 
tenants as long as they pay their rent, they don’t worry about the 
cleanliness of the property. If landlords let to a tenant who creates 
nuisances on his property, the landlords should be held responsible 
for such nuisances. They should not be allowed to rent houses to 
tenants with filthy habits and who are a danger to the community. 


Moreover, owners should be compelled to keep their houses 
in good order at all times and fitted for human habitation. Such 
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a law, I consider, would do away with slums, and undesirable tenants 
would either have to change their unclean ways or be forced to 
leave the country. To reach this aim, city authorities should 
know the places where the nuisances exist, and it is for that purpose 
that I consider the government should make obligatory on every 
municipality the keeping of a record of each house in the said 
municipality. This work should be done yearly, and in large cities, 
wards should be divided into districts, and for each district, in- 
spectors should be made responsible for the cleanliness of streets, 
houses, and yards therein. 

I consider this thorough inspection the first and the most 
important step towards a successful fight against infantile mortality, 
tuberculosis and all contagious diseases. Good clean lodging- 
houses are preventatives of disease. Hospitals, sanatoria, baby 
welfare leagues, are excellent measures, they are palliative measures; 
they are necessary, but only when the diseases have appeared; 
secure for the public the maintenance of good clean lodging-houses 
and the necessity for hospital dispensaries will greatly diminish. 

In conclusion, I may say that the great remedy to such 
a state of affairs in so many cities is education of the people. Let 
the people know the consequence of bad lodging-houses, let the 
people know the place where they exist in each locality, and in a 
short time these nuisances will disappear. If I am permitted to 
look at the question in a broader sense I will say it is education, 
that will induce citizens to choose representatives possessing the 
indispensable qualities required to carry out such a programme to 
their satisfaction. 

It is education that will make out of all citizens men animated 
with the desire of seeing their city populous, beautiful, sanitary and 
prosperous. To obtain these aims such men will not hesitate to 
impose upon themselves all the necessary sacrifices asked by the 
representatives they have placed at the helm. , 
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NOTES ON HOUSING AND TOWN PLANNING 


By Emite Napgav, M.D., P.H.D. 


Director of Housing, Department of Municipal Affairs, 
Quebec 


[XN connection with public health progress in Canada, it is worth 

noting the new venture of the Federal Government to provide 
State aid for housing and town planning purposes, by lending to 
the provinces a sum of twenty-five million dollars at 5 per cent. 
interest, redeemable in twenty or thirty years. 

The movement for better housing and town planning has had 
a wonderful success in Europe, and especially in England, during 
the last twenty-five years. Thanks to the good pioneer work of 
Lord Leverhulme and Mr. Cadbury, who built the first garden 
villages in England, the first at Port Sunlight and another at 
Bourneville; thanks also to the efforts of the English Garden Cities 
and Town Planning Association there are actually in England 
about one hundred and fifty model developments built according 
to modern garden city principles. 

The garden city of Letchworth started in 1903 on four thousand 
five hundred acres of bare land, thirty miles north of London, for 
an ultimate population of about thirty thousand people, is now 
about half completed with a population of fifteen thousand and 
over sixty first-class industries. The last official figures show that 
the annual death-rate is only ten per thousand of population, and 
the infant mortality rate as low as thirty per thousand births. 

During the war, the British Government has built the garden 
cities of Gretna and Well Hall for munition workers. 

As a result of conscription in Britain, it has been found that 
only one out of three recruits was absolutely medically fit for mili- 
tary service. It was also proven that the proportion of medically 
unfit in the big cities was far higher than that of the rural centres, 
while recruits living in the garden villages, suburbs or cities gave 
a very low number of medically unfit. 

These facts and figures have opened the eyes of the British 
authorities. The result has been such that the prime minister, 
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Mr. Lloyd George, has put in the budget a sum of fifteen hundred 
million dollars for the purpose of building in England one hundred 
garden cities for housing five hundred thousand families. 

Our American friends, on the other side of the border, were not 
the last to find out what was going on in England. A few housing 
and town planning reformers went to England to investigate con- 
ditions fully. On their return to the United States, the government 
was induced to vote a total sum of one hundred and ninety-five 
million dollars for the purpose of promoting model developments 
along garden city principles, for munition workers and employees 
of the Emergency Fleet Corporation. 

At the date of the signing of the armistice, November 11th, 
there were in process of execution by the United States Housing 
Corporation, ninety-four model developments designed to house, 
along garden city lines, seventy-five thousand workers. 

Unfortunately, soon after that date, the United States Senate, 
in spite of strong opposition, saw fit to have cancelled fifty-four 
projects that were not 75 per cent. completed, but it is hoped that 
some means will be taken through State initiative to have the 
whole undertaking carried through to completion. 

We, in Canada, have been, up to the present date, the last 
to enter the field of housing and town planning reform, but it may 
reasonably be expected that we can make the experiment success- 
ful, in view of the fact that we have at our disposal the practical 
experience gained in some other countries, during the last twenty- 
five years. 

It may be that it will require some months of careful study of 
our own conditions before ‘we can actually start model develop- 
ments in this country, but as we have been working hard for the 
last three hundred years to create our numerous slums, it might 
reasonably be expected that we can take a year or so to prepare 
our anti-slum serum and secure, at an economic cost, the most 
suitable land upon which the serum might best be injected. 
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INTERNAL HYDROCEPHALUS AND XANTHO- 
CHROMIA OF THE SPINAL FLUID 


By A. H. Gorpon, M.D. 


Lecturer in Medicine, McGill University; Physician to the Montreal 
General Hospital 


HE subject of yellow colouration of the cerebrospinal fluid with 
or without other abnormal features, such as (a) high proteid con- 
tent, of which coagulation en masse is one phase; and (b) the pres- 
ence of an abnormal number of cellular elements; has for some 
years attracted consderable attention in the differential diagnosis 
of certain conditions involving the cord and its membranes. 
The paper of Froin in 1903 describing the findings from suc- 
cessive punctures in a case of cerebral hemorrhage was followed by 
another from the same author in the Gazette.des Hépitaux of 1903, 
in which he describes three cases in which were found three constant 
features: 


1. A yellow coloured fluid from the lumbar puncture. 
2. Massive coagulation of the fluid. 
3. Abundant lymphocytosis. 
Clinically, these cases had been diagnosed: 
a. A meningomyelitis of the conus terminalis. 
b. Some type of myelitis. 
c. A type of Landry’s paralysis. 


The first autopsy upon a case showing these features in the 
spinal fluid was reported by Cestan and Ravaut in the Gazette des 
Hépitaux in September, 1904. The post-mortem examination 
revealed the following facts: 

“The cervical, dorsal and lumbar regions of the cord are ab- 
solutely pormal and without adhesions. Toward the second 
sacral segment there appears some thickening, spreading from the 
anterior to the posterior roots, involving the arachnoid and the cord. 
A little lower a band surrounds the cord, firm but vascular, com- 
municating with the pia and dura mater. The band is 3 cm. in 
width, and below involves the lower part of the conus and the 
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cauda equina. The subarachnoid space below the band is cut 
off from that above it.” 

The pathological process was apparently the cicatrix of an old 
syphilitic meningitis. The patient had had syphilis, and her 
clinical symptoms were those of a lesion of the cauda equina. In 
this instance, the puncture fluid had shown a well marked xantho- 
chromia, massive coagulation, a large number of lymphocytes and 
some red cells. 

The next autopsy was reported by Sicard and Descamps, 
October 20th, 1908. This was also reported in the Gazette des 
Hopitaux. This case was a woman of thirty-nine with a painless 
spastic paraplegia, upon whom four lumbar punctures had been 
done, two showing yellow fluid with coagulation, two clear and 
not coagulating, but all showing a moderate lymphocytosis. 

On post-mortem examination, an unidentified type of granuloma 
was found surrounding the cord and adherent to the dura from the 
tenth dorsal to the second sacral segment. There were patches of 
cedema in the pia, and marked congestion of the vessels of the cord. 
In this case, as in the previous one coming to autopsy, one common 
factor was present—the isolation of the portion of the subarachnoid 
space below the lesion from that above it. In this cul-de-sac 
appeared the abnormal reaction described above. 

Aubrey, in his Thése de Paris of 1909, quoted fourteen cases 
showing Froin’s syndrome, including those noted above. 

Mestrezat, in 1912, reported twenty-one cases, including the 
cases mentioned above. 

In 1912 Raven in the Deutsche Zeitschrift fur Nervenheilkunde 
had collected forty-seven cases of yellow coloured spinal fluid, but 
none of these showed massive coagulation. 

Reich and Schwartz, about the same time, also reported yellow 
fluid without coagulation, but Kleinberger, without any reference 
to the cases in the French literature, reported four instances with 
the complete Froin’s syndrome, and concluded, on the basis of his 
findings in three of these cases which were operated upon and 
which showed tumours in the spinal meninges with adhesions to 
the cord, that the syndrome indicated a separation of the canal into 
two parts, involving a consequent separation into two lymph sys- 
tems. 

Mix of Chicago had up to 1915 found thirty-three cases on 
record, only one of these—that of Collins and Elsberg—occurring 
in America; and he himself reported a case which was operated 
upon by Murphy, who found a tumour of the cauda equina. 
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Sprunt and Walker, in January, 1917, quoted one hundred and 
five cases of xanthochromia, and divided them into two groups, 
one showing the presence of hemoglobin, only a moderate amount 
of globulin, and which did not coagulate spontaneously; the other 
group showing the classical Froin syndrome of massive coagulation, 
large amounts of globulin and with lymphocytosis either present 
or absent. 

It is interesting to note that the German cases are largely 
those showing the Nonne syndrome, or increased globulin content 
without an increase of cells, while in the French cases, predominant 
reference is made to the aspect of massive coagulation as described 
by Froin. 

Of Sprunt and Walker’s one hundred and five cases, sixty-five 
came to operation or autopsy, and in these, 70 per cent. showed 
some form of tumour of the cord. In seventy-one cases, where 
cell counts had been made from the spinal fluid, thirty-eight showed 
an increase, and thirty-three showed no increase. 

Ellsberg and Rochfort, in June, 1917, reported ninety-two 
cases of operation within the spinal canal, and found in these 
yellow fluid in twelve, but only in one-half of these was spontaneous 
coagulation present. All of the cases showing yellow fluid had 
tumour of the cord. 

In addition to these well marked cases, a number of others are 
found not conforming in all particulars to Froin’s classical syndrome. 
The variations are made up: 


a. Absence of xanthochromia. (Lepine and Froin.) 

b. Cases showing xanthochromia and massive coagula- 
tion on some punctures and not on others. (Sicard 
and Descamps.) 

c. Cases showing yellow coloured fluid without massive 
coagulation. (Kawashima and Mestrezat.) 

d. Cases showing yellow coloration and cellular increaseu 
with large amounts of albumin, but without massive 


coagulation. 


In view of the abovementioned cases, I feel justified in reporting 
the following: 

i F. L., age thirty-three. Case, medical, No. 5, 1918. Was 
admitted on January Ist, 1918, apparently uncorscious, into the 
Montreal General Hospital. He had become unconscious on 
November 26th while at his home in Vermont, and was taken to a 
hospital. Slight fever developed and the case was regarded as a 
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meningitis. He was brought to this hospital by his brother, who 
furnished this information. The family history is negative. 

Present Condition. He lies in a blank stuperous condition, 
answers simple questions, e.g., name, age, residence, etc. Does not 
know what day of the week or year it is, nor length of time in 
hospital. Mouth is extremely foul in spite of constant care. Nu- 
trition is poor, skin inelastic and tissues dehydrated. Incontinence 
of urine and feces is persistent. Pulse 120, small and soft. Res- 
piration 20. Temperature 992°. Pupils dilated, react very slightly 
to light. Limbs when flexed or raised remain in that posture—‘“‘lead 
pipe rigidity’’—but there is no paralysis of arms or legs. Sensation 
is present. Knee jerks are diminished, but present. Babinski 
phenomenon absent. Distinct rigidity of the neck, but no pain on 
flexion. Abdominal reflexes present. Complains of headache 
and bas vomited two or three times. Blood pressure 135. No 
diastolic register. Fundi—-nerve heads clear cut. No retinitis. 
No choroidal tubercles. 

Blood—red blood corpuscles, 4,200,000; white blood corpuscles, 
10,800; hemoglobin, 90 per cent.; different count, polymorph., 
72 per cent.; small lymphocytes, 22 per cent.; large lymphocytes, 
4 per cent.; eosinophiles,.1 per cent. Wassermann, negative. 

Lumbar puncture was done on three occasions, January 3rd, 
7th, and 15th. On each occasion the fluid was orange yellow, did 
not coagulate. Noguchi reaction, + +. Nonne reaction, + +. 
Cell count, 250 per c.m.m. Lymphocytes, 90 per cent. 

Chemical blood test was positive. Wassermann negative. No 
organisms found on smear or culture. 

Throat culture showed no Klebs-Loeffler bacilli. 

Other systems showed nothing of importance. 

The mental condition became steadily more drowsy and emacia- 
tion progressed, and he died on January 16th. 

The antemortem diagnosis on the basis of the lumbar puncture, 
with a partial Nonne-Froin syndrome, together with the anomalous 
nervous signs, was internal hydrocephalus. the result of a chronic 
meningitis, isolating the spinal from the cerebral subarachnoid 
space. 

Autopsy 1-18-13 (abstract) Head. The scalp and calvarium 
are negative. The dura is quite tense. The brain is large, fills the 
cranial cavity. The convolutions are flattened, the sulci obliterated. 
The vessels are quite prominent. The meninges are smooth. The 
vessels at the base are not atheromatous, and there is no acute nor 
chronic inflammatory process recognized on careful gross study. 
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The brain flattens out against the surface upon which it rests, 
suggesting softening of the tissue, or fluid. This is explained upon 
laying open the lateral ventricles which are found to be markedly 
distended with fluid, which shows no yellow colour; their capacity is 
approximately twice the normal. All the ventricles are found to be 
correspondingly enlarged. There is no evidence of pus or blood. 
The foramen of Magendie cannot be identified. No tumour nor 
adhesion is found in the cord or its membranes. 


Histological examination. There is lymphocytic infiltration of 
the meninges throughout, without any evidence of involvement of 
brain tissue. This infiltration is most marked about the blood 
vessels. There is no evidence of acute inflammatory reaction. 


There is a chronic meningitis, not tuberculous. It resembles 
the lesions produced most commonly by the meningococcus and 
bacillus influenza as described by Rhea. 

In the now considerable number of cases of xanthochromia on 
record, I have only come upon one in which the condition was 
associated with an internal hydrocephalus. This was a case re- 
ported by Hanes in 1916, of tuberculous tumour of the medulla 
in a baby, blocking the pia arachnoid space at the level of the fora- 
men magnum. In practically all cases of xanthochromia, however, 
which have been examined, either surgically or at autopsy, there 
has been found a cul-de-sac of the subarachnoid space either due to 
tumour or some form of meningitis. The anatomical condition 
found in a hydrocephalus of the closed type is not dissimilar, the 
only difference being that the space closed off is of greater extent 
in hydrocephalus. 


One might here revert to the distinction drawn between the 
communicating and non-communicating types of hydrocephalus in 
the very convincing papers of Dandy and Blackfan. In the com- 
municating type, one or more foramina remain open in the roof of 
the fourth ventricle, allowing the ventricles to communicate with 
the spinal subarachnoid space, but on account of adhesions between 
the brain stem and the tentorium there is no communication between 
the ventricles and the cerebral subarachnoid space. In the non- 
communicating or obstructive form, all of the foramina are closed 
and no commuzication between the ventricles and the subarach- 
noid space is possible. 

Their conclusions are that the cerebro-spinal fluid is formed 
in the ventricles by the choroid plexuses, but that there is no ab- 
sorption from the ventricular cavities, all absorption taking place 
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from the subarachnoid space When, therefore, the subarachnoid 
space is shut off, either in whole or in part, hydrocephalus results. 

The injection of phthalein into the ventricles is the method of 
clinical distinction between the communicating and the non-com- 
municating types. In the communicating type, this finds its way 
readily into the spinal subarachnoid space. In the obstructive 
type it does not appear in the spinal space. 

Normally when phenolphthalein is injected into the spinal 
subarachnoid space, it appears in the urine as follows: 


Ist hour............................... 16 per cent. 
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In hydrocephalus, the first appearance is not before thirty 
minutes, and never more than 1 per cent. appears in the first two 
hours. This is probably due to adhesions shutting off the greater 
or cranial portion of the absorbing subarachnoid space.., 

It bas been further shown that all absorption from the canal 
is through the blood stream. Catheterization of the thoracie duct 
and of the urinary bladder in experimental animals after the in- 
jection of phthalein into the spinal canal shows practically none 
passing out by the lymph stream, practically all by the blood. An 
injection of lamp black or India ink into the subdural space shows 
no exit of granules after two or three hours. 

These observations offer a rational explanation for the develop- 
ment of hydrocephalus, and would offer at least the suggestion that 
the bodies responsible for the colouration of the spinal fluid may 
not be picked up by the outgoing lymph stream, and when there is 
a limited area for absorption—as in the cul-de-sac formed by 
tumour or other obstruction on the one hand, or by the cutting off 
of the spinal subarachnoid in hydrocephalus on the other hand— 
such materials might tend to continue in greater concentration. 
The question naturally arises as to the nature of this colouring 
substance. 

In a large number of the cases, either free blood cells, or the 
chemical evidence of blood have been found in the fluid. In other 
es chemical tests have failed to show the presence of hemo- 
globin. 
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I am not aware of any observations which have identified 
any other pigment than that found normally either in the red cells, 
or in the plasma. In this connection, Froin’s first case—the case 
which probably first brought the subject into view, is of interest. 

This patient with cerebral hemorrhage, confirmed by autopsy, 
had nine lumbar punctures between the first and the twenty-first 
days of his illness, and the colours of the fluid drawn varied from 
cherry-red to red, reddish yellow through light yellow to absolute 
limpidity. The red cells were found in diminishing numbers, 
serum albumin and globulin in varying amounts, and spectroscopic 
evidence of hemoglobin disappeared some time before the fluid 
became colourless. Unfortunately no chemical tests for blood were 
made. The characters of the fluid in the later punctures strongly 
resembled the findings in many of the cases of xanthochromia re- 
ported above. 

Considerable discussion has taken place as to the nature and 
origin of these abnormal fluids. Babinski would postulate a hemor- 
rhagic meningitis, but many cases give no cellular evidence, (e.¢., 
Nonne’s syndromes) of an inflammatory process; and some altera- 
tion in the endothelium permitting transudation into the sac, 
seems better to fit the case. 

A reasonable question which might carry a simple explanation 
of their origin is ‘‘ Where does the fluid come from in a cul-de-sac 
to replace that drawn by puncture’’? and the only apparent answer 
is “from the lymph stream’, and if so, we have at once a fluid. 
which will show xanthochromia, lymphocytosis and massive coagu- 
lation. Normally, the cerebrospinal fluid has been filtered through 
the choroid plexuses, but here we have the choroid plexus eliminated 
and the fluid still appearing, hence its altered character. 


SUMMARY 


1. The syndrome of Froin consists of (a) a spinal fluid of yellow 
colour (xanthochromia); (b) which coagulates en masse and (c) 
shows an abundant lymphocytosis. 

2. The syndrome of Nonne consists of a spinal fluid showing 
(a) marked increase of globulin, without an increase of cellular 
elements. 

3. The above features may be complete or partial, and varia- 
tions may exist in the several factors. 

4. The syndrome of Froin, or xanthochromia alone, usually 
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indicates an isolation of one portion of the subarachnoid space 
from the rest, by tumour, adhesions, etc. 

5. This separation is usually found at the lower levels of the 
cord. 

6. Internal hydrocephalus may be associated with separation 
of the spinal from the cerebral subarachnoid space either by ad- 
hesions of the brain stem to the tentorium, or by hernia of the 
distended brain into the foramen magnum. 

7. In the case here reported the possible explanation is, (1) 
Basal meningitis (meningoccus or B. Influenza). (2) Partial recovery. 
(3) Obstruction of foramina in the roof of the fourth ventricle by 
meningitis. (4) Development of a non-communicating hydro- 
cephalus. (5) Hernia of the brain into the foramen magnum. (6) 
Separation and sacculation of the spinal subarachnoid space. 
Development of partial Froin’s syndrome. 

8. A possible explanation of Froin’s syndrome lies in the 
separation of the sacculated portion of the subarachnoid space from 
the choroid plexus through which normally it is filtered and a 
reversion of its contents to a simple lymphoid material—yellowish, 
coagulating and cellular. 


A visit to the Ontario Hospital exhibit in the Government 
Building at the recent fair was both instructive and illuminating. 
Here one learned that the province is maintaining ten mental 
hospitals for the treatment of those who are mentally afflicted. 
In each hospital is established a training school for training nurses 
especially adapted for the care of such patients, and each hospital 
is furnished with the most complete surgical, electrical, laboratory, 
and other equipment. Probably one of the most important features 
of the treatment consists in the occupational therapy or vocational 
training. For this purpose a trained staff is maintained in each 
hospital to develop the failing interest of the diseased mind. An 
interesting exhibit of the patients’ work, basket-making, wood- 
carving, weaving, fancy work and many other useful arts was shown 
and excited great interest. The well-known fact is recognized 
that the mind that is unoccupied deteriorates, and because of this 
all sorts of occupation are provided, the best teachers are procured, 
and every encouragement is given to these afflicted ones in order 
that their lives may be brightened, and that they may be enabled 
to again take their places in society. 
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STATE MEDICINE AND REHABILITATION 


By LiEvTENANT-COoLONEL J. L. Biggar, C.A.M.C. 


Assistant Medical Advisor, Board of Pension Commissioners 


HE experiences of the last five years have strongly emphasized 
an aspect of human affairs which essentially pertains to medi- 
cine, but has heretofore been given infinitely less consideration 
than it deserves. The economic effect of illness and injury which 
surely should form a part of medical knowledge has been left entirely 
to the sociologist and to those occupied in the administration of 
charities. 

As a result of the large number of war-disabled men for whom 
the State has assumed responsibility, the problem of the economic 
restoration of the unfit has assumed a real prominence. Attention 
has been drawn to the necessity for its immediate solution and 
specific inquiries have resulted in making generally known the 
efforts of other countries in this direction. The extent of the 
communal duty in regard to the physically handicapped has begun 
to be estimated. 

An analysis of the figures regarding the number of men re- 
jected by the recruiting agencies demonstrates the fact that the 
situation in Canada to-day does demand attention. There has 
been a rude awakening from the complacent fallacy that the pro- 
portion of the unfit to the general population is negligible. The 
most authoritative information goes to show that one man in every 
four of those of military age was found to be incapable of active 
service because of physical unfitness, and that this, in the majority 
of instances, was the result of preventible disease. 

Thus not only has the necessity for the observance of the 
strictest regulations of preventive medicine been brought most 
conspicuously to public attention, but it has also been realized 
that if the standard of national well-being is to be maintained at 
the highest possible level, economic measures should in addition 
be undertaken by which there will be provided suitable compensa- 
tion for physical handicaps. 

For of all the sources of illness one factor alone has a vastly 
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greater causative influence than all the rest combined. Poverty is 
a condition almost synonymous with ill-health. Though wealth 
does not spell health, a lack of the means necessary to provide fresh 
air, good food, and proper relaxation cannot but be the essential 
predisposing factor in the origination of the majority of the ills 
to which flesh is heir. 

Probably at no time in the history of the world have the re- 
sources of medical science been more freely placed at the disposal 
of those who were willing frankly to admit their inability to pay; 
and the advantage of this situation has no doubt frequently been 
taken by those who preferred to save their money at the expense 
of their honesty. But the large class of poorer citizens who are 
reluctant either to be classed as paupers or to accept service for 
which they cannot return fair payment, has obtained less than its 
requirements of medical attention, and from its ranks are recruited 
the unfit who can succeed to-day only if they have the luck to find 
suitable occupations. Also the unhappy fact should not be for- 
gotten that the poor man is haunted all his days by the spectre of 
the want which in his circumstances must inevitably follow serious 
illness. 

Former wars have alway been followed by a train of dependent 
cripples, the majority of whom lived out miserable lives dependent 
upon an insufficient pension supplemented by charity. To prevent 
a recurrence of this unhappy spectacle, every country has com- 
mitted itself to extensive schemes calculcated to provide for the 
economic restoration of the unfit. Essentially the undertaking 
consists in the provision of free medical treatment, including not 
only the physiological cure of the patient but also his functional 
re-education, and of vocational training for those who find them- 
selves unable to return to their previous occupations. The State 
efforts have so far proved most successful and these measures have, 
as was clearly foreseen, vastly outweighed in beneficial effect a 
most generous system of pensions. The latter, however, has its 
place, and though of less importance, is an integral part of any plan 
of rehabilitation. 

There seems to be no valid reason why these advantages, now 
being provided at public expense for a small class of citizens, should 
not be made available to all Canadians who would find in them 
benefits they cannot now in any way compass. By a system of 
State Insurance the necessary funds could be obtained, and if, 
as is done elsewhere, a tax in the shape of a stamp is made on each 
payment of wages or salary, those people would be paying by whom 
the benefits are most required. 
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The governmental machinery is already in operation. A State 
medical service is to-day providing treatment for many thousands 
of ex-service men, discharged, disabled or diseased, to civil life. 
They are housed, fed and paid during their treatment, which is 
extended to include the re-education of lost or damaged function 
and the provision of any necessary articifial appliance. In addition 
to this, thousands are receiving thorough training in occupations 
in which their disabilities produce the least possible handicap; and 
finally, on the completion of their courses, they are being found 
positions in which they can, with the aid of a scientifically esti- 
mated pension, regain and maintain their economic independence. 

To make these advantages available to every citizen, all that 
is necessary to do is to increase the scope of the State effort. Those 
who are not by reason of their war service already entitled to its 
benefits should be made to contribute to its cost. 

The organization of a Department of Health by the Dominion 
Parliament is a step towards the unification and co-ordination of 
the public health measures of the provinces. An impetus will be 
given to the study of preventive medicine in the medical schools. 
A very great increase in the number of men who practise medicine 
in the State service must inevitably result from the co-ordination 
of the activities of the Dominion and Provincial Departments of 
Health with those of the Department of Soldiers’ Civil Re-estab- 
lishment. The Board of Pension Commissioners has educated a 
body of men to look upon disease and disablement from its economic 
rather than from its pathological aspect. This phase of medicine 
is practically terra incognita to the graduate of the medical schools 
and very rarely do his later experiences tend to increase his know- 
ledge of its topography. . 

The hospital service, vocational schools and employment 
bureaux of the Department of Soldiers’ Civil Re-establishment, 
and the organization of the Board of Pension Commissioners might, 
without any material modifications of the principles upon which 
their activities are based, be made available ;to any Canadian 
citizen who would be benefitted by the advantages they have to 
offer. By his benefit the State would in the last analysis be the — 
gainer. 

The opportunity is at hand. The duty seems clear. The 
advantages are incalculable. The cost need not be prohibitive. 
Should we not then, as a profession, urge these measures upon the 
Government of this country? 
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A REPORT ON THE COMPARISON OF KOLMER’S 
MODIFICATION OF THE ORIGINAL WASSER- 
MANN TEST AND NO. 4 METHOD AS 
RECOMMENDED BY THE MEDICAL 
RESEARCH COMMITTEE 


By N. O. Tuomas, B.A., M.B., Captain C.A.M.C. 


AND 


Keitu M. B. Simon, M.B., L.M.C.C., Captain C.A.M.C. 
Pathologists, Granville Canadian Special Hospital 


‘i the following paper we give a concise summary of our results 

from a reading of the Wassermann tests performed in this hos- 
pital within the last two months. These tests were carried out 
simultaneously. The first is that described by Kolmer in his No. 1 
method (original Wassermann reaction), except that only a quarter 


of the amounts were used throughout, and a ten-day cholesterinized 
alcoholic extract of human heart is used instead of an alcoholic 
extract of syphilitic liver; this is Major F. B. Bowman’s modifica- 
tion, used successfully at No. 1 Canadian General Laboratory, 
Folkestone, over a long period. The second is the method recom- 
mended by the Medical Research Committee in their No. 1 interim 
report on the Wassermann test, namely, No. 4 method. Before 
this report was published, we had been using only the former test; 
technique is simple and the quantities used are small, so that much 
economy resulted from employment. 

To make our readings of No. 4 method conform with those by 
Kolmer’s method (in which only one tube is used), we have em- 
ployed the following scale of signs for both: 

(a) Complete inhibition of hemolysis (no tinge of hemo- 
globin in the fluid around or above the cells) in the front and second 
row tube = + + + 

(b) Complete inhibition in the front row tube, some opacity 
in the second row tube, but also some hemolysis = + + 

(c) Complete inhibition in the front row tube, but complete 
hemolysis in the second row tube = + 

(d) Slight hemolysis in the front row tube = + 
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One hundred and seventeen sera in all were tested in this 
comparison. As stated above, the two tests being performed 
side by side, we were able to use the same gross complement, 
amboceptor and washed sheep’s corpuscles; all sera were inactivated 
at the same time and the tests performed under similar conditions 
of temperature and pressure, in this way eliminating sources of 
error as much as possible. Ninety sera gave negative reactions 
with both methods. Twenty sera gave a strongly positive reaction, 
z.e., complete inhibition of hemolysis with clear supernatant fluid 
in both tests, and here in no case did a serum give a strongly posi- 
tive reaction with Kolmer’s method, and not so in the test as de- 
scribed in No. 4 standard method. In only one case was a serum 
slightly positive or doubtful in one and negative in the other. 

In no case was there marked divergence in the results; in only 
four out of one hundred and twenty cases was there a slight differ- 
ence in the readings of the two methods, the difference of one 
degree in the scale employed (if one may so express it). 

The results of the less strongly positive and doubtful reacting 
sera are given in the following table: 


Method Case Case Case Case Case Case Case 

A B C D F G 
No. 4standard.... ++ ++ + + + 
Kolmer’s + — ++ 

A synopsis of histories of these seven cases is here given:— 

Case ‘‘A’’—Denies venereal disease. X-ray shows periosteal 
thickening above internal condyle of femur and localized periosteal 
thickening 8 cm. below external tuberosity of tibia. Wassermann 
positive + + +, March 8th, 1918. 3°3 gm. of novarsenobillon 
and 9 gr. of hydrarg. salicylatis administered. Wassermann posi- 
tive + + +, June 13th, 1918. Treated with pot. iodid. and calomel 
ung. inunctions for one month. August 13th, 1918, Wassermann 
test as above. 

Case ‘‘B’’—Contracted syphilis in 1910. Received total of 
eleven injections of diarsenol and twelve of hydrarg. salicylatis 
late in disease. 

Case ‘“‘C’’—History of exposure to syphilis and chancre in 
December, 1916. Full course of treatment with diarsenol and 
mercury. 

Case ‘‘D’’—Contracted syphilis about six months ago and 
received full course of anti-syphilitic treatment early. Above test 
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performed September 11th, 1918, following provocative dose of 
novarsenobillon. 

Case ‘‘ E”’—Definite history of syphilis some years ago. Long 
course of diarsenol treatment in military hospitals. 

Case ‘‘F’’—No history of venereal disease. Patient denies 
having had a sore, but admits exposure many years ago. At 
present no definite clinical signs of syphilis. (N.Y.D.) 

Case ‘“‘G’’—A most interesting case. No clinical evidence or 
history of syphilis. Patient suffering from lymphatic leukemia;* 
blood picture typical of same. Further investigation is being 
carried on. 


CONCLUSIONS 


1. It would appear that in long treated cases sera tested by 
No. 4 method give a more delicate reaction. 

2. The varying number of units of complement used in No. 4 
method tend to eliminate sources of error by non-specific comple- 
ment fixation. 

3. The reserve complement titration used in No. 4 method is an 
excellent check on any deterioration of complement occurring due 
to atmospheric conditions which would otherwise détrimentally 
affect the test proper. 

4. Strongly positive sera do not vary in their reaction with the 
two methods employed. 


NotTE 


In making our readings of No. 4 method, in order to conform 
with the readings of Kolmer’s method, where only one tube is used, 
we recorded our results as follows: 

(a) Complete inhibition of hemolysis (no tinge of hemo- 
globin in the fluid around or above the cells) in the front and second 
row tube, + + + 

(b) Complete inhibition in the front row tube, some opacity 
in the second row tube, but also some hemolysis, + + 

(c) Complete inhibition in the front row tube, but complete 
hemolysis in the second row tube, + 
(d) Slight hemolysis in the front row tube, + 


* To our knowledge lymphatic leuksemia is not one of the conditions that is recog- 
nized as affording a positive Wassermann reaction. 
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Case Reports 


RUPTURE OF LEFT CARDIAC VENTRICLE 


By Gites B. Murpny, B.A., M.D., C.M. 


Vancouver 


PONTANEOUS rupture of the heart is a condition met with 

in certain organic diseases of the myocardium, but on account 

of its rather infrequent occurrence, a detailed history of the follow- 
ing case may prove of some interest. 

The patient was a Methodist minister, aged fifty-eight years, 
of robust appearance, five feet nine inches tall and weighing one 
hundred and seventy-three pounds. 

Complaints. Indefinite pain in stomach and across lower part 
of back. 

Personal history. Always a healthy man; had measles at age 
of five years. Broken leg some years ago. Had a fainting attack 
sixteen years ago following rather vigorous exertion, but never any 
recurrence of such afterwards. No rheumatic history. 

Family history. Father died aged sixty-five years of ‘‘ creeping 
paralysis”. Mother died aged eighty-seven and a half years, 
suddenly. One brother died aged sixty-two years, who had been 
a heavy smoker and had had heart trouble for some years. A very 
heavy man weighing upwards of two hundred and forty pounds. 
Two brothers living and well. Two sisters living, one affected with 
“nervous trouble’. 

History of present illness. Two days prior to consulting me 
(July 16th) patient stated he had eaten rather liberally of some 
fresh green peas, of which he was very fond. He attributed the 
gastric pain to this indiscretion. He had not had any nausea or 
vomiting; appetite was good and bowels regular every day. There 
had been no diarrhoea. As nothing of a definite nature was made 
out on examination, he was given calomel and told to keep quiet 
and restrict his food to a light diet. 

Progress of case, July 17th. Slept comfortably during night; 
complains of pain across small of back. Temperature 100°, pulse 
72. Patient states he feels very weary and languid. Examination 
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revealed a coated tongue and foul breath. The pulse was regular, 
heart showed some slight left-sided enlargement, slightly beyond 
nipple line. Heart sounds clear and distinct and there were no 
murmurs discoverable. Blood pressure was not taken, but judging 
from pulse tension, could not have been beyond 140 systolic. Ar- 
teries not visibly or palpably thickened. There was some slight 
abdominal distention and perceptible stiffness of the right rectus 
muscle but absolutely no tenderness. Liver not enlarged, no 
cedema of extremities, both lungs clear. As the bowels had not 
moved, he was ordered more calomel, followed by Epsom salts. 
A liquid diet was also ordered and absolute rest in bed. Urinalysis 
showed no abnormality beyond a few red blood cells present. 

July 18th. Slept well; complains of pain (slight) across small 
of back. Bowels had been freely moved and he stated he felt much 
better. Another careful examination revealed no new develop- 
ments. Temperature 97°, pulse 78. Heart as at previous exami- 
nation. There was no dyspnea present. 

July 19th. Slept well and remarked on how very much im- 
proved he felt. Temperature 99°, pulse 88, soft, regular and of 
good volume. Heart sounds clear. Abdominal stiffness still 
present. The skin very moist. Urine showed a well marked 
albumin reaction. He remarked that as he felt so much improved, 
he would like to get up out of bed. Against my advice, about 2 
p.m. he had a warm tub bath and went back to bed feeling re- 
freshed. An hour afterwards he complained of twinges of pain 
over the lower part of his chest in front which disappeared in half 
an hour after applying a hot water bottle. He read the evening 
newspaper aloud to his wife about 6 p.m., and at 7 p.m. called for 
his son to come up. Nothing unusual was noticed about his con- 
dition, but in a minute or two’he convulsively seized his precordial 
region and expired. 

Autopsy, July 20th. Having only secured permission for a 
partial autopsy, the chest only was explored in the usual way. 
There was a marked amount of subcutaneous fat present. The 
lungs appeared pale and partially collapsed. The pericardium was 
not distended visibly and showed nothing unusual. On opening 
the pericardial sac, however, a large quantity of bloody fluid escaped 
and before the heart could be reached, a clot the size of the double 
hands was removed. On lifting up the heart the aorta and other 
great vessels were felt to be collapsed and their walls flattened 
together. On removal of the heart there was still left in the peri- 
cardial sac a clot which at least would easily have filled a pint 
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measure. Examination of the heart revealed a rather more than 
usual amount of subpericardial fat. The heart muscle was very 
pale and flabby and the organ somewhat contracted. On the most 
prominent curve anteriorly, of the left ventricle, was a vertical 
tear in the muscle wall about one and a quarter inches long, and 
about one inch from the interventricular septum. The edges of 
this tear were deeply blood-stained, and the surrounding tissue 
darkened. A probe passed easily through the whole extent of the 
tear into the left ventricle. On opening the heart, nothing abnormal 
was found in the right auricle or ventricle. Both chambers were 
empty of blood. The left auricle was also empty and healthy. 
There were a few small clots behind the cusps of the mitral valve. 
The left ventricle was markedly hypertrophied (25 cm.), very pale 
and extremely friable. The muscle was not thinned out in the 
region of the tear. The rupture was of equal extent on the inner 
aspect of the ventricular wall. The ventricle was also empty of 
blood. The aortic valves showed sclerosis at the base of the cusps 
and there were other atheromatous patches in the root of the aorta. 
The coronaries also showed sclerosis but no thrombosis or embolism. 

Under the nomenclature of ‘Rupture of the Heart’’, Osler 
speaks of the condition as being a rare event, usually associated 
with fatty infiltration or degeneration. Quain collected one hund- 
red such cases, in which fatty degeneration was noted in seventy- 
seven. The preponderance of cases appeared in patients over sixty 
years of age, though it has been known to occur in infants from 
embolic infarct of the left ventricle. The above case is unusual in 
that it occurred during absolute rest in bed and not during exertion, 
as so frequently happened in the recorded cases. Neither was the 
patient distressed with severe precordial pain except as a terminal 
event at the instant of rupture. 

This would, therefore, appear to be one of the cases which may 
be grouped as a myocardial disease in which sudden death occurred 
without previous evidence or indication of any heart affection. 
The myocardial degeneration was evidently of the fatty type. As 
Osler states, ‘‘Many patients never complain of cardiac distress, 
but as in the case of Chalmers, the celebrated Scottish divine, enjoy 
unusual vigour of mind and body.” 

I have to thank Dr. Walter S. Baird, of Vancouver, for his 
assistance at autopsy and confirmation of the findings. 
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Editorial 


EPIDEMIOLOGY AND RECENT EPIDEMICS 


N the presidential address to the tenth congress of American 

Physicians and Surgeons, Flexner reviews our knowledge 

of the three great epidemic diseases—poliomyelitis, strepto- 

coccus pneumonia, and influenza—which have been the 

cause of such extensive ravages on this continent during the 
past three years. . 

Poliomyelitis. Prior to 1907 this malady was of rare 
occurrence in the United States. Since then there have been 
extensive outbreaks in the summer and autumn and in at 
least one instance in winter; in 1916 an epidemic of unpre- 
cedented severity broke out in New York and extended to a 
number of other states. 

The inciting micro-organism has been found chiefly in 
the naso-pharnynx and reaches the corresponding mucous 
membrane of uninfected individuals, and no evidence exists 
that it is conveyed in any other way. 

Streptococcus Pneumonia. ‘This disease appears almost, 
if rat quite, new among the epidemic diseases. It appeared 
in 1917-1918, chiefly in military camps in the United States 
and to a less extent in France; at first following measles and 
later as a primary pneumonia which extended to the civil 
population. Numerous studies of the bacteriology showed 
almost invariably the presence of streptococcus hemolyticus. 
The virulence of this organism is developed in transfer from 
person to person and it is conveyed from the respiratory 
tract of one individual to another, and in no other way. 

Influenza. Although differences of opinion exist as to 
the nature of the causal micro-organism, there is no doubt 
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that the spread of the disease is exclusively through human 
carriers. The malady travels at the same rate as the existing 
means of intercommunication, whether this be a caravan in 
the East, an ocean liner or an express train. 

Protection from these three great forms of respiratory 
infection can only be obtained by methods of personal hygiene 
designed in protecting one individual from another, but the 
difficulty of enforcing any such regulations is obvious. 

In poliomyelitis and influenza a constantly increasing 
number of individuals become infected before any preventive 
sanitary regulations are put in force. By the time that such 
regulations become operative the epidemics have passed 
beyond control. Recognition and isolation of the early cases, 
which invariably precede an epidemic in both these diseases, 
would appear to be highly desirable, although the mild and 
ambulatory cases must always prove difficult to control as 
centres of infection. 

In the epidemic pneumonias the infectious agents exist 
in the buccal, nasal and bronchial mucose, and are dissemin- 
ated in the sprayed material thrown off by coughing and 
otherwise. These organisms exist normally in the sites 
referred to and their pathogenic characters in epidemics 
represent intensified forms of sporadic diseases ordinarily 
prevailing. , 

The lesson derived from the experience of the recent 
epidemic is to isolate patients in separate wards or cubicles 
and so avoid infection of neighbouring cases. 

The possibility of eradicating endemic foci of these 
diseases is briefly discussed. In the case of yellow fever 
success was attained by attacking the malady at its source and 
not after it had spread to widely separated areas. Whether 
such a method of eradication is practicable in the present 
state of our knowledge is somewhat doubtful, but at least we 
must recognize its possibility. Poliomyelitis is endemic in 
northwestern Europe and influenza appears to have its home 
and to originate in the region between Russia and Turkestan. 
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Efforts at control, prolonged continuously over a long period, 
offer a hope that the breeding areas of these diseases may be 
ultimately destroyed. 


ON DIET AND NUTRITION 


EVER before have the nutritive needs of man been so 
critically considered as they have been during the past 
few years. Proteins, fats and carbohydrates have been 
carefully estimated in terms of calories with profound regard 
for economy of consumption and the prevention of unneces- 
sary waste. Victory was unquestionably secured, not only 
by our armies in the field, but by the scientific assistance 
given to those in charge of the food supplies in England and 
France by the British and American physiologists. 

But long before the war the amount of the several ele- 
ments of food necessary for perfect nutrition of the body was 
a matter of careful investigation by physiologists. Twenty 
years ago Chittenden announced the possibilities of a low 
protein diet in securing what he deemed to be perfect nu- 
trition; but his experiments lasted only a few months, and 
his results were questioned at the time. Nevertheless the 
necessities of thousands during the late war who were com- 
pelled to live on the scantiest of rations in a measure verified 
his statements, and indicated a surprising power of adjust- 
ment of the metabolism of the human organism to lessened 
supplies. Nutrition under such circumstances, however, must 
be impaired, and may manifest itself in a lessened power of 
resisting infection. 

In a recently issued report, the Food Committee of the 
Royal Society of London maintains that the protein in the 
diet of an average man cannot without detriment fall below 
70 or 80 gms. per day, and recommends that it should be 
obtained from a mixed diet, and should always include a 
certain amount of protein of animal origin. 

In a small volume on “The newer Knowledge of Nu- 
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trition”’, Professor E. V. McCollum of Johns Hopkins Uni- 
versity, strikes a new note and calls attention to the results 
of experiments with animals indicating that the mere estima- 
tion of the number of calories in the daily supply of food does 
not afford a perfect presentation of the value of a diet in sup- 
porting nutrition. It has been thought in the past that freedom 
of choice, and a variety of food sources would prevent any 
faults in the dietary becoming serious. This must now be 
recognized as a mistake, especially as we have to admit the 
existence of many degrees of gradation in malnutrition not 
recognizable in their effects on the individual, unless the 
causes act over an extended period of time. It seems now 
to be certain that pellagra is a sequel to the adherence to a 
faulty dietary for such a period of time as to materially 
reduce the power of resistance to infection. There is also 
some reason to believe that pellagra is caused by an infection; 
thus establishing a close relationship between the character 
of a diet and the activity of an infection. McCollum sug- 
gests the possibility that a defective diet may have a closer 
relationship than has been suspected with the development 
of tuberculosis and other similar infections. A_ striking 
illustration of such a relationship is found in the tendency to 
the development of xerophthalmia when the fat soluble 
vitamin principle is missing from the diet. Apparently even 
bacteria require some vitamin principles to facilitate their 
development; principles which act in very small amount and 
are not by themselves able to support growth. Lloyd in 
England has called attention to the réle of these vitamins in 
the growth of the meningococcus, stating that the primary 
cultivation of this micro-organism is possible only in presence 
of certain growth factors present in blood serum and milk 
and perhaps present in some vegetable tissues. Davis, in 
the Journal of Infectious Diseases, has also offered evidence that 
vitamins are essential to bacterial growth and _ nutritition. 
How these vitamins act is at present quite obscure, as is the 
answer to the question of their chemical nature. 
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The very carefully conducted investigations of McCollum 
have led to the definite statement that nutrition fails, and 
child life is liable to perish unless a dietary contains the 
vitamin principles which have been termed the fat soluble A, 
and the water soluble B principles. These stimulate growth 
and well being probably by initiating and co-ordinating the 
protoplasmic formative reactions among the essential ele- 
ments prepared by the digestive processes. ‘The best sources 
of fat soluble A are whole milk, butter fat, and egg-yolk. 
It is not found in any fats or oils of vegetable origin. 

The water soluble B is never associated with fats or oils 
of either animal or vegetable origin. It is widely distributed 
in natural foods, and according to McCollum can be isolated 
in a concentrated but not in a pure form from these by ex- 
traction with either water or alcohol. The watery or al- 
coholic extract always contains the principle which cures 
polyneuritis. 

It is evident that the older practice of regarding pro- 
tein, carbohydrates and fat in calories as the criterion of 
the value of a food mixture must be replaced by or associated 
with a new biological classification of food stuffs based upon 
function performed as well as energy supplied. 


CHANGE IN THE LAWS REGARDING PATENT 
MEDICINES 


T the last Session of Parliament, an Act was passed to 
amend the Proprietary or Patent Medicine Act previously 
in force, in the following particulars, which may have an 
interest to our readers. Hereafter every patent or pro- 
prietary medicine imported into or offered for sale in Canada 
must have a numbered certificate of registration from the 
Minister of the Crown in Ottawa charged with the administra- 
tion of this Act. 
Any patent medicine containing any drug mentioned in 
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the schedule of drugs having an injurious or poisonous action 
must have a sworn certificate accompanying the application, 
stating the amounts of such drug or drugs in the medicine. 

Whenever required by the Minister, for good cause the 
preparation of any medicine containing one or more of such 
scheduled drugs shall be continuously supervised by a pharma- 
cist or chemist. The manufacture, importation and sale 
of all proprietary or patent medicines containing opium or its 
derivatives for internal use are prohibited. 

No proprietary or patent medicine shall be manufac- 
tured, imported, exposed or offered for sale or sold in Canada; 
(a) if it contains cocaine or any of its salts or preparations; 
(b) if it contains alcohol in excess of the amount required as a 
solvent or preservative, or is not sufficiently medicated to 
make it unfit for use as a beverage; (c) if it contains any drug 
which is included in the schedule to this Act the name of 
which and the amount per dose of which are not conspicuously 
printed on an inseparable part of the label and wrapper of 
the bottle, box or other container, or if the quantity of such 
drug exceeds the amount permitted by the Advisory Board; 
(d) if it contains any drug which is included in the schedule 
to this Act and the name of such drug as used on the label 
be not the commonly employed name of such drug; (e) if the 
article be represented as a cure for any disease; (f) if any 
false, misleading or exaggerated claims be made on the wrap- 
per or label, or in any advertisement of the article. No 
proprietary or patent medicine intended for administration 
to infants under one year of age shall contain any derivative 
of coal-tar, which in the opinion of the Advisory Board is 
dangerous to children under one year of age. 

Heavy penalties are attached to any infringement of 
this Act, which penalties shall be deemed to be in addition to 
and not in substitution for any penalties incurred under the 
laws of any province. 
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ON SCIENTIFIC RESEARCH 


WO papers dealing with the necessity for state endowment 
of scientific research in Canada have been received by us. 

One by Dr. A. B. Macallum, chairman of the Council for 
Scientific Research, and the second by Dr. F. D. Adams, 
dean of the Faculty of Applied Science at McGill. The 
profession in Canada, will, we are convinced, agree with all 
Dr. Macallum says in reference to the importance of such 
action by the Government. “In all the natural advantages 
for industrial supremacy Canada is in an enviable position 
as compared with our trade competitors. But in regard to 
the vital question of the scientific organization of our in- 
dustrial processes, of finding new uses and new markets for 
our raw materials, and of conserving the by-products of our 
manufactures, we are a long way behind our neighbours.” 
It is proposed to establish a Central Research Institute at 
Ottawa which will combine the function of the Bureau of 
Standards at Washington and of the Mellon Institute at 
Pittsburgh. The establishment of such an institute is the 
first step towards placing industrial research work in Canada 
upon an adequate and permanent basis, enabling the Do- 
minion to keep abreast of similar progressive methods in 
other countries. A further necessary step will be the working 
out of the Council’s plans to secure adequate provision by 
the universities for the training of scientific workers. This 
training demands inspiring teachers. If we had the funds, 
we believe there are many such in every Canadian university. 


Toronto’s medical health officer is reported to have 
stated recently that practically every city is still experiment- 
ing with methods of sewage disposal and that none have yet 
been able to solve the problem satisfactorily. His remarks 
are another reminder that there should be some central 
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bureau, or laboratory, fully equipped with funds and staff 
for conducting experiments in public sanitation. All prob- 
lems of general application could then be referred to that 
bureau and be properly taken care of, leaving only purely 
local problems to be solved by the individual municipalities. 


ENGLAND’s School Medical Service during the past ten 
years presents a most profitable subject for study to those 
interested in establishing national standards of health. In 
this country, where only a beginning has been made with 
the medical inspection and treatment of school children, 
parents, teachers, the medical profession and organizations 
for social service can have no better lesson brought to their 
attention than England’s example. The following report has 
been taken from a school medical service: 

That every child shall periodically come under direct 
medical and dental supervision, and if found defective, shall 
be “followed up’’. 

That every child found malnourished shall, somehow or 
other, be nourished, and every child found verminous shall, 
somehow or other, be cleansed. ‘ 

That for every sick, diseased, or defective child, skilled 
medical treatment shall be made available, either by the 
local education authority or otherwise. 

That every child shall be educated in a well-ventilated 
school room or class-room, or in some form of open-air school- 
room or class-room. 

That every child shall have daily, organized physical 
exercise of appropriate character. 

That no child of school age shall be employed for profit 
except under approved conditions. 

That the school environment and the means of educa- 
tion shall be such as can in no case exert unfavourable or 
injurious influences upon the health, growth and development 
of the child. 
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Correepondence 


To the Editor: 


Dr. A. B. Macallum’s letter in your September issue of the . 
JOURNAL regarding the prevalence of syphilis is to my mind timely. 
The disease is such a grave one that its prevalence and the danger 
from it should be fully realized by the public generally. This, 
however, does not justify exaggeration as to its frequency, as doing 
so brings discredit to the country and its people. There has been 
no investigation as to its frequency, so that the statements made 
that there are half a million cases in Canada—one in every sixteen 
persons—has no justification in fact. The estimate of its pre- 
valence in Great Britain shocked the public. By the thinking 
people it was regarded as impossible, and it was admitted by the 
euthors of the report to be an exaggeration, and yet their est mate 
was only half a million in a population fully six times that of Canada. 

In the London Lancet (July 26th, 1919, page 172) is a state- 
ment as to the prevalence of venereal diseases in Victoria, Australia, 
for 1918, as determined by compulsory registration of all cases, 
the population of the province being 1,250,000. There were 
registered in all 6,790; of these were 4,878 cases of gonorrhea, 
and 1,686 of syphilis; in addition there were 99 cases in which 
both diseases existed. This is a trifle less than one of syphilis to 
seven hundred of the population. Doubtless many cases escaped 
registration, but these would be chiefly of the well-to-do rather 
than of the lower classes, especially foreigners, the class in which 
by far the greater number of the infected persons in Canada have 
been found. It is no doubt this latter class, seen in our out-patient 
clinics, which forms the basis of the enormous estimate of cases in 
Canada. It is further to be noted that in Victoria there were three 
times as many cases of gonorrhea as of syphilis, and the former 
would quite as probably escape notification as the latter. It 
is not unreasonable to suppose that a similar ratio prevails between 
the two diseases in Canada. If that is true and the estimate 
of half a million cases of syphilis in Canada is accepted, there 
would then be one and a half million cases of gonorrhcea, making a 
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total of two million cases of venereal disease; that is, one in 
every four persons in this country is infected with one or the other 
disease. This conclusion is no more preposterous than that there 
are half a million syphilitics in Canada. 

This is not a protest against the effort to rouse the public 
to an appreciation of the danger from this disease, far from it. 
If there are even 50,000, or more likely only a fraction of that 
number, the safety of the population of this country calls for 
drastic action to meet the menace, a greater one than that from 
even typhoid fever or small-pox, has ever been. Gross exaggera- 
tion once discovered, will defeat the object aimed at, as the public 
will attribute the crusade to ignorance or ulterior motives, and lose 
faith in any statements however truthful which may in future be 
made. The doctrine that ‘‘the end justifies the means”’ is dangerous 
doctrine and may in the end nullify its own aims. It is of vital 
moment to prosecute a vigorous campaign against venereal dis- 
eases which must not be allowed to become a menace to our Canadian 
homes. This is the crux of the whole matter. There is no need to 
exaggerate the number of cases in order to appreciate the menace 
of these diseases to the population of a country hard hit by war 
which produces a large population of soldiers who, if properly 
cared for, will be capable of supporting large families who will 
become our most desirable citizens. 


151 Bloor St. W. | ALEXANDER McPHEDRAN. 
Toronto. 
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Obituary 


ARCHIBALD EDWARD MALLOCH, M.D. 


ARCHIBALD Epwarp Mattiocn, M.D., died in Hamilton on 
August 6th. He had been in declining health for some time, suffer- 
ing from the effects of a slight sunstroke on the golf-links a year 
ago, but despite occasional relapses, hopes were held out that he 
might be spared for some years. In his death the community 
sustain the loss of one of its most distinguished citizens. 

Dr. Malloch was born in Brockville, Ontario, seventy-five 
years ago. He was the youngest son of the late Judge Malloch of 
that town. He graduated in Arts in Queen’s University, Kingston, 
and took his medical course in the University of Glasgow, Scotland. 
He had a distinguished career in both Universities. Even as a 
student he attracted the attention of his teacher, Joseph Lister, 
then professor of surgery at Glasgow University. In 1868 Lister 
chose him for his house-surgeon. Dr. Malloch was thus present 
at the birth of antiseptic treatment, and when he returned to 
Canada, brought with him a practical knowledge of its principles 
that made him one of its early pioneers on this continent. Dr. 
Malloch filled the chair of anatomy at Toronto University in 1870-1, 
and a year later settled in Hamilton, beginning the practice of 
medicine and surgery in partnership with the late Dr. McDonald. 

When fifty-four years of age, Dr. Malloch gave up surgery and 
limited his activities to a consulting practice until about ten years 
ago when he retired. 

Dr. Malloch did very little writing, and in consequence was 
less known as an authority than his ability entitled him to be. 
He was distinguished for the readiness with which he lent his 
abilities to the younger members of the profession, placing his 
knowledge and talents at their disposal whenever the occasion 
offered. Dr. Malloch was more than an able physician and surgeon, 
he was a citizen of broad mind and lofty character, a leader, not 
only in his profession, but in social life, and public thought. His 
death removes one of the strong men of former years, whose pro- 
fessional skill and integrity won more than a local reputation. 
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Dr. Malloch was the father of Dr. Archibald R. Malloch, who 
did such excellent work at La Panne and No. 3 Canadian General 
Hospitals and who is the author of the scholarly monograph on 
Finch and Baines reviewed in this Journal. . 






DR. ROBERT HANLEY 


GENERAL and sincere regret was felt among all classes. in 
Kingston at the death of Dr. Robert Hanley, at the Hotel Dieu, 
on September 18th. Dr. Hanley was born in Kingston and spent 
his life in that city. He graduated from Queen’s University with 
the degree of M.D. in 1898. For eight years he represented St. 
' Lawrence Ward in the City Council. He was a member of num- 
. erous societies and for the last four years held the position of sur- 
i 
' 











geon at the Portsmouth Penitentiary. He will be greatly missed, 
for his broad sympathies extended his activities in all directions, 
and his unfailing courtesy made him a universal favourite. 








DR. MAURICE J. VIGNEUX 


| Dr. Maurice VIGNEUX, a well-known physician of Nelson, 

British Columbia, was accidentally drowned in the lake at Con- 

naught Park on August 22nd in an attempt to rescue a little girl 

who had fallen into the lake. He had only recently returned from 

' overseas, where he had served in France for eighteen months, 

and at the time of his death was in charge of the internment camp 
at Fernie. 








DR. ROBERT SLOAN 


Wokrp has been received of the death, in China, of Dr. Robert 
Sloan, father of Hon. William Sloan, minister of mines for British 
Columbia. Dr. Sloan went to Japan in 1869, and, on the recom- 
mendation of Sir Henry Parkes accompanied Prince Iwakura, the 
first Japanese embassy, to England. In 1877 he returned to China 
and settled in Shanghai where he secured a large practice and was 
much respected. 










DR. CHARLES EDWARD BERKLEY DUNCOMBE 


Dr. CHARLES EDWARD BERKLEY DUNCOMBE, one of the best 
known professional men in St. Thomas, was severely injured in a 
collision between two motor cars, on September 14th, and died 
on his way to the hospital. The accident happened about five 
miles from Brantford. 
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Dr. Duncombe had practised for over thirty years in St. 
Thomas. He was a son of Mr. Daniel Duncombe, who repre- 
sented Norfolk county in parliament for twelve years. He was a 
past president of the St. Thomas Medical Association. 


Dr. WILLIAM KayLer died on September 19th, in Toronto, 
where he had been practising for eighteen years. He was a gradu- 
ate of Queen’s University. 

Dr. Ivan Dwicut Hayes died in Toronto recently of heart 
disease, aggravated by war service. He was thirty-four, a gradu- 
ate of the University of Toronto. At the first request of the 
British authorities for medical officers Dr. Hayes offered himself 
and was given a commission, and went to France. The following 
year he was invalided home and was appointed medical officer to 
the Royal Flying Corps, but ill health again intervened. He 
recovered sufficiently to resume private practice until his death 
recently. 


Miscellany 


Hews 
QUEBEC 


Dr. J. U. ARCHAMBAULT was elected president of the Quebec 
Health Service Congress at its closing session. Dr. Edmond 
Savard, M.P., of Chicoutimi, was elected vice-president, Dr. de 
Varennes, of Quebec, secretary, and Dr. Delisle, of Chicoutimi, 
assistant secretary. The medical health officer of the city of 
Quebec expressed himself as being strongly in favour of the organiza- 
tion of municipal health boards throughout the province. After 
his return from the Congress he stated that in the province of 
Quebec there are no less than twelve hundred municipalities that 
should have a board of health which should be supported by the 
municipality, and that the attendance of the health officer of that 
board should be required at every annual convention. 


THE Quebec Board of Health issued an announcement prior to 
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the opening of the schools that all prospective scholars would be 
required to present a certificate of vaccination. The Montreal 
Health Department alone had between seven and eight hundred 
children daily vaccinated in the City Hall Annex building. In 
addition to the six doctors who were continuously engaged in 
the work, many others were distributed throughout the city. 


PRINTED circulars, in both languages, on the medical inspection 
of schools have been issued by the Health Department. The 
circular is signed by the superintendent of the division of child 
hygiene and begins by showing the necessity of inspection, and the 
desirability of the co-operation of the school teachers to render 
the work efficient. It explains the duties of the medical inspector 
and those of the nurse. The circular estimates that the number 
of children in Montreal, including infants, is about 200,000. 


AT a meeting of the Canadian Club in Montreal, Major George 
C. McDonald announced that a movement had been inaugurated 
by the Guelph Canadian Club to start a subscription for a memorial 
to Lieutenant-Colonel John McCrae, M.D., the author of “In 
Flanders’ Fields’’; the memorial to be placed either in France or 
in Guelph, the dead poet’s home. Major McDonald said that 
already $15,000 had been secured in dollar subscriptions from 
various Canadian clubs and Mr. W. A. Higginbotham had been 
appointed to receive such subscriptions in Montreal. 


Tue Public Health Services convention, which was held 
recently in Hull, was largely attended by medical men; the sessions 
continued two days. Those in the morning were private, but 
medical men and the public were cordially invited to the after- 
noon and evening sessions. The address of welcome was given by 
Mayor Archambault, who is himself a physician and vice-president 
of the convention. Dr. Valin, of Laval University, Montreal, 
spoke on Water Filtration, illustrating his talk with lantern slides. 
A most interesting address was given by Dr. C. V. Chapin, pro- 
fessor at Harvard University and health officer of the city of Provi- 
dence, Rhode Island. On the closing day Dr. J. A. Amyot, deputy 
minister of the Dominion department of Public Health, discussed 
the functions of the newly created department. 


ONTARIO 


THE annual meeting of Leeds and Grenville Medical As- 
sociation was held at Prescott, September 19th, between forty 
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and fifty members being present from the neighbouring counties. 
Gananoque, Brockville, Kemptville, Lyn, Spencerville and other 
points were represented. The officers elected for the ensuing 
year follow: President, Dr. Storey, Kemptville; vice-president, 
Dr. C. H. Bird; Gananoque, secretary-treasurer, Dr. Gordon, 
Kemptville. Papers and short addresses were given by medical 
men present. 


St. Luxr’s Hospitau, Ottawa, shares an exceedingly generous 
bequest with Bootle Hospital, at Bootle, England. By the will 
of the late Robert Montgomery Cox, Ottawa, one-half of the 
total residue of the estate is to be given to each of the above men- 
tioned hospitals. The total estate amounts to $1,790,543.85, of 
which amount about $400,000 is comprised in various bequests, 
legacies and annuities, and after these have been discharged and 
provided for the gifts to the two institutions will be about half a 
million dollars each. Lady Grey Hospital, Ottawa, receives a 
legacy of five hundred pounds sterling. 


A REPRESENTATIVE meeting of the medical men of the counties 
of Peterboro, Victoria, Durham, Hastings, Northumberland, 
Prince Edward, Lennox and Addington, took place on September 
18th, at Belleville. Numerous papers were read. Among others 
was an excellent one on “Pelvic Inflammation” by the President of 
the Ontario Medical Association. 


Tue Muskoka District Medical Association met at Graven- 
hurst. Dr. Parfitt was elected president and Dr. Kimball secre- 
tary of the Association. Dr. J. W. Hart, of Huntsville, was elected 
a member of the executive committee. The physicians at the 
Sanatarium gave an X-ray demonstration of the latest oxygen 
treatment for tuberculous infection which has proved very suc- 
cessful. 


THE reports of communicable diseases, sent in by the local 
boards of health for the month of August, indicate that the health 
of the province may be considered very satisfactory. The de- 
crease in cases is over 550. In August, 1918, there were 1,331 
cases while there were only 780 in the same month this year. The 
most marked reductions were in typhoid fever, measles and whoop- 
ing cough. In August, 1918, there were 833 such cases, and in 
August, 1919, only 245. The number of deaths from all diseases 
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shows an increase of sixty, but fifty-nine of these were due to 
diseases not reported last year. Tuberculosis showed a decrease 
from 206 to 176 cases reported and a decrease of from 116 to 109 
in deaths. Smallpox shows an increase of from twenty-one to 
thirty cases, but there were no deaths. The decrease in the cases 
of syphilis, gonorrhcea and chancroid is 119, there being 337 cases 
in August, 1918, and 278 this August. 


Dr. Horace L. Britrain has resigned the superintendency of 
the Toronto General Hospital. Sincere appreciation of his ser- 
vices were expressed by the hospital trustees. 


THE appointment of Dr. J. C. Fitzgerald, as professor of hy- 
giene in place of Dr. Amyot, has been confirmed by the Board of 
Governors of the University. Formerly an associate professor in 
this department, Dr. Fitzgerald is also head of the Connaught 
Laboratories, and he will combine the two offices. 


NEW BRUNSWICK 


THE Department of Health of New Brunswick is gradually 
getting into complete organization. With the exception of one 
county, the whole province is now under the immediate jurisdic- 
tion of sub-district Boards of Health. These number fifteen in 
all, and each has a permanent staff with all the members paid 
regular salaries, adequate to the location and work to be done. 
The work of these Boards is supervised by their District Medical 
Health Officers, each having charge of a section of the province 
known as the eastern, southern, and western health districts. Dur- 
ing the short time (since about March or April at most) these 
boards and officials have been in office, and have been doing satis- 
factory work which will improve in character as they become 
more accustomed to the situation. 

Over the whole province, with the one exception noted above, 
a system of medical examination of schools has been put into 
operation. There are nearly one hundred medical men engaged 
in this work, every one of whom is paid a definite yearly salary; 
the old vicious and extravagant principle of remuneration by fees, 
having been entirely eliminated, except in emergencies when the 
staff requires to be suddenly but only temporarily increased. 

In a very little while, what is hoped to be a complete and 
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efficient system of collection of Vital Statistics will have been put 
in motion. This service, also, will be altogether under the control 
of the health authorities, and will be practically administered 
by employees (paid by salary) of the sub-district Boards. It 
will be under the general supervision and management of the 
Chief Medical Officer of the department at Fredericton, who 
for the time being acts as Registrar General for the province. 

Having in view the entirely novel character of these services 
and the method of administering them, it is gratifying to be able 
to say that the machinery involved is already working with less 
friction than could have been reasonably anticipated. 

This is largely in consequence of its well-knit construction. 
The whole administration forms a department of the Provincial 
Government, with a Minister of that Government at its head, and 
with a Chief Medical Officer as his executive. Each officer from 
the top to the bottom is a very distinct and responsible link or 
part of the whole machine, and, under the laws and regulations, 
each has his clear duty to perform with no possible doubt as to 
its nature. 


NOVA SCOTIA 


THE convocation at the celebration of the Centenary of the 
founding of Dalhousie University for the purpose of conferring the 
honorary degree of LL.D. took place in the Macdonald Memorial 
Library of the University on September 11th. There were twenty- 
three recipients of the degree; but in a few cases the degrees were 
conferred in absentia. 

Two members of the medical profession and one representative 
of Dentristry received the LL.D., namely: Dr. Murdoch Chisholm, 
Halifax; Dr. John Stewart, Halifax; Dr. Frank Woodbury, Halifax. 
In introducing those gentlemen to President MacKenzie, the 
Dean of the Faculty of Medicine spoke as follows: 

Mr. President: The Senate is of the opinion that one of the 
senior members of our own Faculty of Medicine should be selected 
to be honoured on this important epoch in the history of the Uni- 
versity. I have the honour to present to you for the honorary 
degree of Doctor of Laws: 

Murdoch Chisholm, Doctor of Medicine and Master in Surgery 
of McGill University, and Licentiate of the Royal College of 
Physicians of London, one eminently worthy of receiving the 
highest honour which it is in our power to bestow. There is no 
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member of the medical profession in all Nova Scotia more re- 
spected or more trusted. Although no longer a young man as 
years are counted, Dr. Chisholm’s hand has lost none of its gentle 
skill, nor has his gentle spirit lost anything of the original fresh- 
ness in its outlook upon life. Descended from a Highland stock 
settled near the beautiful sea-lochs of Argyleshire, Dr. Chisholm 
has inherited not a little of the poetical temperament which is 
characteristic of the Celt. 

As a teacher of clinical surgery, he has few equals; as an ex- 
aminer in surgery he is eminently fair because so painstaking and 
sympathetic. Dr. Chisholm is known in other spheres than the 
medical. As a reverent student of the Holy Scriptures he has 
made a special study of the problems of prophecy and its interpre- 
tation, and within the last year or so has published his views on 
these recondite subjects.” 


“Mr. President: I have the honour to present to you for the 
honorary degree of Doctor of Laws, John Stewart, Bachelor of 
Medicine and Master in Surgery of the University of Edinburgh, 
Doctor of Laws of the same University, and Doctor of Laws of 
McGill University. 

Dr. Stewart was born in Nova Scotia; but his ancestral home is 
in the Braes of Mar, a district in the Highlands of Scotland cele- . 
brated alike for its wild beauty and for the devotion of its men to 
that Royal House which had the distinction to bear the name of 
Stewart. 

Dr. Stewart had the privilege of being associated with the 
discovery which is one of the greatest glories of purely British 
achievement, antiseptic surgery, for at Edinburgh University 
he had Mr. Joseph Lister as his teacher in surgery, and later in 
London he acted as his resident surgeon, in the wards of King’s 
College Hospital. 

So well did Stewart commend himself to Mr., afterwards Sir 
Joseph, and later Baron Lister, that he was pressed to accompany 
his master to London, where, with such an introduction to the 
capital, wealth, honours, and all that is meant by professional suc- 
cess were abundantly assured to him. 

But Mr. Stewart decided otherwise; returning to this country 
he practised his profession for many years in the town of Pictou, 
and found himself in constant demand throughout all Nova Scotia 
as a consultant surgeon. 

In 1905, Dr. Stewart was elected President of the Canadian 
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that Royal House which had the distinction to bear the name of 
Stewart. 

Dr. Stewart had the privilege of being associated with the 
discovery which is one of the greatest glories of purely British 
achievement, antiseptic surgery, for at Edinburgh University 
he had Mr. Joseph Lister as his teacher in surgery, and later in 
London he acted as his resident surgeon, in the wards of King’s 
College Hospital. 

So well did Stewart commend himself to Mr., afterwards Sir 
Joseph, and later Baron Lister, that he was pressed to accompany 
his master to London, where, with such an introduction to the 
capital, wealth, honours, and all that is meant by professional suc- 
cess were abundantly assured to him. 

But Mr. Stewart decided otherwise; returning to this country 
he practised his profession for many years in the town of Pictou, 
and found himself in constant demand throughout all Nova Scotia 
as a consultant surgeon. 

In 1905, Dr. Stewart was elected President of the Canadian 
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Medical Association, and at its meeting in Halifax, delivered a 
notable address. 

Dr. Stewart has made valuable contributions to the litera- 
ture of surgery. chiefly, as might be expected, to the subject of 
antisepsis, papers which are models of scientific writing in a style 
concise, vivid, and chaste. In 1913 the University of Edinburgh 
eonferred the honorary degree of LL.D. on their distinguished 
alumnus. Dr. Stewart was one of the lecturers in the old Halifax 
Medical College; and at the outbreak of the war, Professor of 
Surgery in this University. 

When the Medical Council of Canada was constituted in 
1912, Dr. Stewart was elected as one of the two representatives 
from this province. In December, 1915, the Dalhousie Uni- 
versity Hospital (Unit No. 7) went overseas with Lieut-Colonel 
John Stewart as officer commanding; and it is betraying no secret 
to say that the personnel of that unit was largely determined by the 
personality of its commanding officer. 

As was well said at the farewell dinner to the officers, this 
response to his country’s call was the most appropriate act to- 
wards the close of a life lived in the public service. 

Early this year, he received the Order of the British Empire 
from His Majesty, the King. 

It is most fitting that at such a time in our history, the Uni- 
versity should select Dr. John Stewart as one of the two medical 
men in Nova Scotia on whom she desires to bestow the highest 
honour in her gift.” 


‘Mr. President: I have the honour to present to you Frank 
Woodbury. The University has decided to request you to confer 
the degree of LL.D. on the chief representative of a Faculty closely 
allied to that of Medicine, I mean the Faculty of Dentistry. 

The University cannot forget the conspicuous services rendered 
to this our youngest Faculty by Dr. Frank Woodbury, the virtual 
founder of the School of Dentistry and one of its most devoted 
supporters. 

So outstanding have been Dr. Woodbury’s services to the 
cause of the advancement of the Faculty of Dentistry that he 
has succeeded in raising it, in the estimation of those best qualified 
to judge, to a rank second to none in this wide Dominion.” 
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ARMY MEDICAL SERVICES 















THE under-mentioned have been brought to the notice of the 
Secretary of State for War for valuable services rendered: Cap- 
tains, E. A. Campbell, H. Coppinger, T. McCreighton, W. Ross, 
mediéals; H. Clarke, dentals; J.S. Adams, dentals; W. 8. Alexander, 
H. F. Amps, J. A. Bonnell, A. Boothroyd, R. J. Boyd, D. J. Buckley, 
T. W. Byrne, medicals; J. W. Bradley, dentals; E. D. Campbell, 
G. R. Carr, A. G. Corbeau, F. J. Foley, 8. H. Forbes, J. A. Foy, 
H. J. Hardy, F. Harrison, G. E. Hubbard, J. G. Lewis, D. N. 
McBean, D. McLaren, medicals; F. Martin, dentals; all of the 
C.A.M.C. 





























THE under-mentioned nurses, of the Canadian Army Medical 
Corps, have been brought to the notice of the Secretary of State 
for War, for valuable services rendered: Nursing Sisters, L. R. 
Aikman, E. T. Bagshawe, L. R. Batty, H. Bernard, M. L. Brown, 
A. A. Carseallen, E. J. Casswell, L. E. Denton, M. C. Drew, J. 
Fitspatrick Smith, M. G. Fox, H. Franks, E. M. Fraser, R. R. 
Graham, D. C. Gray, G. A. Gray, J. Johnston, H. Kerruish, N. E. 
MacDonald, L. McConachie, G. F. Pope, Matron; Assistant 
Matron Powell; Nursing Sister E. K. Ralph, Matron E. B. Ross, 
Nursing Sister E. Scatcherd, Nursing Sister A. Sutherland, Matron 
V. A. Tremaine, Nursing Sister L. A. L. Turner. 


Appointments: Quarter-Master and Honorary Capiain Walter 
Keith is posted for duty under the A.D.M.S., military district No. 2. 

The undermentioned officers are posted for duty under the 
A.D.M.S., military district No. 1: Captain Clive Gordon Gunn, 
August 20th, 1919; Captain Offley Jackson Shore, September 3rd, 
1919; Captain “Villiam Francis Kenney, military district No. 6, 
August 22nd, 1919. 

Military District No. 2. Captain Aubrey Vernon Graves is 
posted for duty under the A.D.M.S., military district No. 2, August 
20th, 1919. 

Military District Nos. 4 and 6. Acting-Major George Chester 
Lawson, P.A.M.C., is posted for duty under the A.D.M.S., military 
district No. 4 from military district No. 6. 

Military District No. 4. Major Alexander Howard Pirie is 
posted for duty under the A.D.M.S., military district No. 4, August 
23rd, 1919. 
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Military District No. 13. Quartermaster and Honorary 
Lieutenant Ronald Neil MacAulay is posted for duty as Quarter- 
master to the Colonel Belcher Military Hospital. 

Military District No. 1. Captain Stanley Gordon Mills is 
posted for duty under the A.D.M.S., military district No. 2, August 
20th, 1919. 

Military District No. 6.. Major John Howard Slayter is posted 
for duty under the A.D.M.S., military district No. 6., vice Major 
Donald Angus McLeod, July 25th, 1919. 

Military District No. 2. Captain Alexander Edward Mac- 
Donald is posted for duty under the A.D.M.S., military district 
No. 2, August 18th, 1919. 

Military District No. 10. Captain Ray Bertram Jenkins is 
posted for duty under the A.D.M.S., military district No. 10, 
August 19th, 1919. 

Military District No. 10. Captain James Alexander Young 
is detailed for duty under the A.D.M.S., military district No. 10, 
August 28rd, 1919. 

The undermentioned officers are detailed for duty under 
the A.D.M.S., military district No. 2, effective from dates shown: 
Captain Thomas Bickerton Edminson, August 30th, 1919; Captain 
Chester Pettit Brown, September 2nd, 1919. 

Military District No. 3. Major Hugh Alexander’ McKay is 
detailed for duty under the A.D.M.S., military district No. 3, 
September 2nd, 1919. 

Military District No. 4. Lieutenant Charles Arthur Rich- 
mond James on appointment under the A.D.M.S. Embarkation 
is attached to the Clearing Services Command and will be con- 
tinued on the Regimental List, September 12th, 1919. 


Promotions: Temporary Major W. J. McAllister, M.C., to 
be Acting Lieutenant-Colonel while employed in command of 
G.C.O.H. Battalion, April 28th to June 3rd, 1919. 

Temporary Captain, Acting Major J. A. M. Hemmeon retains 
the acting rank of Major, March 25th, 1919. 

Temporary Lieutenant L. G. Hillier to be Temporary Captain, 
April 16th, 1919. (Submitted for entry in Gazette notification 
June 16th, 1919, p. 7636, incorrectly specifying date as May 16th, 
1919.) 

The undermentioned Temporary Captains (Acting Majors) to 
be Temporary Majors: J. H. Slayter, M.B.E., May 4th, 1919; 
C. T. Wallbridge, June 28th, 1919; C. A. Davies, July Ist, 1919. 

The undermentioned Temporary Lieutenants to be Temporary 
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Captains: J. E. Wadsworth, June 19th, 1919; M. A. Wittick, 
June 20th, 1919. 

Temporary Lieutenant-Colonel (Acting Colonel) T. C. D. 
Bedell, to be Temporary Colonel, June 22nd, 1919. 

The undermentioned Temporary Captains (Acting Majors) 
to be Temporary Majors: P. D. Saylor, June Ist, 1919; H. C. 
Davies, M.C., June 16th, 1919; 

Temporary Captain (Acting Major) D. G. Millar to be Tem- 
porary Major, July 16th, 1919. 






Returned from Overseas: The undermentioned Officers are 
returned from Overseas on General Demobilization: Captain 
John Alexander Dougan, Captain William Edward Lindale, Captain 
Anderson Gordan Bates, Captain Lorne Hall Cook, Captain 
Charles Harold Church, Captain Berry Bowles Eaton, Captain 
Charles Edmund Flatt, Major Alexander James Swan, Captain 
John Grant Gunn, Captain Edmund Percy Lewis, Captain Arthur 
Waldron Johnson, Lieutenant-Colonel Garfield Arthur Platt, 
Captain Walter Henry Smyth, Captain Herbert John Scott, 
Captain Arthur Hines, Captain Robert Bruce Malcolm, Captain 
Alexander Warren Gregory, Captain Valmore Boucher, Captain 
Wilson Henry Lloyd, Lieutenant Ross Bunt Taylor, Major George 
William Alexander Aitken, Captain William John McLean, Major 
James Warren Banton, Brigadier-General Herbert Stanley Binkett, 
Major Thomas Lowell Buttens, Captain William Henry Butt, 
Captain Frederick Grant Banting, Captain Stanley Stafford Ball, 
Major Robert Arthur Thomas, Captain Frederick William Watts 
Hipwell, Major Frederick Syphen Burke, Captain George Walter 
MacNeil, Captain Frank James Elkerton, Captain James W. 
Sutherland, Major James Douglas Morgan, Captain Vernon Hill 
Troop Parker, Major Herman Brookfield Van Wyck, Captain 
Thomas Conrad Wolff, Captain David Dawson Freeze, Lieutenant 
William Veine MacIntosh, Captain George S. Sykes, Captain John 
Henry Travis, Captain Thomas Derby Moore, Major James Robert 
Corston, Captain Frederick Ernest Lawlor, Captain John Angus 
Davies, Captain Robert Faulkner Obrien, Captain Sydney George 
Baldwin, Captain George Franklin Nelson, Captain Alfred William 
MacBeth, Lieutenant Levies Cawsey Edmonds, Major Frederick 
Walton Blakeman, Captain Gordon Sutcliffe Goulds, Captain 
William Nicholson Furey, Lieutenant-Colonel Duncan Donald 
MacTaggart, Captain William Herbert McIntyre, Captain Angus 


MacKay, Captain Wilbert Harold Ely, Captain Frank Ernest 
Rogers. 
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Book Reviews 






MEDICAL QUARTERLY. Volume I, No. 2. Department of Sol- 
diers’ Civil Re-Establishment. Editors: LIEUTENANT- 
CoLoneL F. McKetvey Breit; LIEUTENANT-COLONEL J. L. 
Bieear. Ottawa, April, 1919. 


This number is up to the standard of the first one published 
and will undoubtedly perform the function intended, of keeping 
the men working on discharged soldiers in better touch with each 
other. The information supplied in some of the articles is ex- 
cellent, although a few show less careful preparation. 

























TUBERCULOSIS OF THE LympHaTiIC SysteEM. By WALTER Brap- 
FORD Metca.r, M.D., associate in clinical medicine, Uni- 
versity of Illinois, College of Medicine. Publishers: The 
Macmillan Company, Bond Street, Toronto, 1919. 


This book is of interest not only on account of the subject 
appealing to so many practitioners but on account of the pleasing 
and thorough way in which the author handles the material. The 
volume is sufficiently large so that the subject can be treated 
exhaustively. The anatomical, pathological, clinical and diag- 
nostic findings are given in complete detail. No doubt many 
will take exception to the author’s faith in tuberculin in the treat- 
ment of his cases. His enthusiasm for this particular line of treat- 
ment is unbounded. 


QUARTERLY MeEpicaL Cuinics. A Series of Consecutive Clinical 
Demonstrations and Lectures. By FRANK SmirTuiss, M.D., 
F.A.C.P., associate professor of medicine, School of Medi- 
cine, University of Illinois. Price, $1.50. Publishers: Medi- 
cine and Surgery Publishing Company, Metropolitan Build- 
ing, St. Louis, 1919. 


Clinical demonstrations are always interesting. This volume 
contains much good material. The subjects are handled in a 
clear and thorough manner and the treatment is thoroughly up- 
to-date. Some of the clinics are not rounded up sufficiently to be 
absolutely convincing. 
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RULES FOR RECOVERY FROM PULMONARY TUBERCULOSIS. A 
Layman’s Handbook of Treatment. By Lawrason Brown, 
M.D. Third edition, thoroughly revised. Price, $1.50. 


Publishers: Lea & Febiger, 706 Sansom Street, Philadelphia, 
1919. 


Although this book is written for the guidance of the intelli- 
gent layman who is suffering from tuberculosis, it may be recom- 
mended to most general practitioners as containing many things 
that they should know in order to be able to treat this disease. 
The fact that it has reached the third edition would indicate its 
merit in these days when so many books of doubtful value have a 
short and uneventful career. Most physicians who have had 
tuberculous patients, have had difficulty in answering satisfactorily 
the multitude of questions these patients ask. When one is con- 
versant with this book he will never be at a loss to converse with 
the most intelligent layman about his disease. 


A. B.C. 


PENSIONS AND THE PRINCIPLES OF THEIR EVALUATION. By 
LLEWELLYN J. LLEWELLYN, M.B., late temporary member 
Appeals Tribunal Ministry of Pensions; and A. Bassett 
Jones, M.B., Military Orthopedic Hospital, Whitchurch. 
With a section on PENSIONS IN RELATION TO THE EYE. 
By W. M. Beaumont, acting ophthalmic surgeon in the 
Bath War Hospital. 702 pages. Publishers: William Heine- 
mann (Medical Books), Ltd., London, 1919. 


The knowledge and experience of the authors has enabled 
them to produce a volume of great interest. It will be of value not 
only to those who are concerned with the administration of pen- 
sions but to those who are concerned with the award of compensa- 
tion in industrial accident. Those who read the book will acquire 
invaluable knowledge of the broad principles upon which pension- 
systems rest. In the discussion of pension principles a history 
of pensions takes an important place. While the history of Euro- 
pean practice and of existing British and Continental pension 
systems is complete, unfortunately, the experience of the United 
States and the present systems of pensioning in the United States, 
and in the younger nations, is not sufficiently considered. 

The value of this book to those who grant pensions is in- 
creased by its discussion of many difficult points in the organiza- 
tion and administration of pension systems. The discussion is 
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pointed by many examples of cases presenting peculiar difficulties. 
In discussing difficulties means are stated by which they may be 
met or avoided. The necessity for accepting a definite principle 
upon which pension laws are to be based is made clear. It is 
pointed out that all the activities connected with the replacing 
in civilian life of disabled soldiers should be combined, if they are 
to be successful, under a single directing authority. Stress, 
commensurate with its importance, is laid upon the necessity for 
estimating the extent of disabilities not by the anatomical nature 
of an injury but by the loss of function resulting from that injury. 
In order that there may be uniformity and accuracy in the loss of 
function estimated to result from given injuries, it is insisted that 
pensioning authorities should establish tables of disabilities for 
the use of their medical staffs. It is pointed out that such tables 
of disabilities must be revised periodically in accordance with actual 
experience. In this connection attention is drawn to an error 
which now exists in many disability tables. The loss of one eye 
is usually placed at 50 per cent. instead of at about half that amount. 
The authors insist that, for many reasons, disability pensions can- 
not be properly administered without constant medical examina- 
tion of disabled pensioners; repeated medical examination is neces- 
sary in every case where there is possibility that a disablement may 
increase or diminish. British experience proves that much dis- 
satisfaction amongst pensioners is preventable by frequent and 
competent medical examination. 

The authors make it clear that much can be done to avoid 
pension frauds by severe penalties for the infraction of pension 
laws and by providing means, such as finger-prints, for the pre- 
vention of impersonation. In discussing orthopedic methods 
and other methods by which the extent of disabilities resulting from 
injuries may be reduced, reference is made to the splints devised 
by Doctor Turner of Montreal. Obligation upon a disabled soldier 
to accept any reasonable treatment by which his pensionable dis- 
ability may be reduced in extent is made clear. 

Not the least value of the volume is the many references 
which it gives to publications touching pension problems. Those 
who use the book constantly will, perhaps, find fault with its 
repetitions and with a certain discursiveness in its composition. 
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TROPICAL SURGERY AND DISEASES OF THE Far East. By Joun R. 
McDi11, M.D., F.A.C.S., lecturer on surgery, Rush Medical 
College, University of Chicago, Fellow Society of Tropical 
Medicine and Hygiene, London. 302 pages, 69 illustrations. 
(1918), $4.50, St. Louis: C. V. Mosby Company; Toronto, 
McAinsh & Co., Limited. 


The best part of this book consists of very practical notes and 
deductions based upon the personal experience of its author. Part 
of the book consists of quotations from important papers by other 
workers on tropical medicine. The text is well illustrated. A good 
part of the illustrations are original. As is always the case in un- 
settled countries where surgery is rarely practised, the author met 
with many cases of disease advanced to stages rarely seen in more 
settled countries where surgical assistance is always available. The 
book may well form part of the general reading of surgeons who 
expect to practise their profession in the tropics. 

J. L. Topp 


Unitep States Navat MepicaL BULLETIN. REPORT ON MEDICAL 
AND SuRGICAL DEVELOPMENTS OF THE WaR. By WILLIAM 
SEAMAN BAINBRIDGE, Lieutenant Commander, Medical 
Corps, United States Naval Reserve Force. Washington: 
Government Printing Office, January, 1919. 


This volume is one which reflects great credit on the medical 
department of the United States Navy. Dr. Bainbridge had 
obviously exceptional opportunities for obtaining a panoramic view 
of the general surgical work, not only of the Allied hospitals, but 
also, during the first half of 1915, of the German methods. His 
observations are set down in this volume, which numbers two 
hundred and fifty pages, in a very excellent way. The book is not 
a mere catalogue of the methods and views of the various surgeons 
in England and France chiefly, but contains also valuable critical 
observations from the pen of the author. A word in parenthesis 
must be given to Dr. Bainbridge’s excellent literary style. It is 
obvious that one cannot review in detail the whole volume, but a 
short catalogue of the subjects treated will suffice to give the reader 
an idea of the scope of the book. There is a long chapter on the 
treatment of war wounds by the Allies, including a consideration 
of all the well-known methods. This is followed by a short chapter 
devoted to the German methods. Then follow chapters on anes- 
thesia, joint lesions, fractures, trephined cases, amputations, plastic 
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and oral surgery, and trench fever. Then a comprehensive article 
on the care of the wounded from the firing line to the convalescent 
camp, including special notes on a large number of hospitals visited. 
Re-education for the disabled, both functional and vocational, is 
thoroughly discussed. Finally there are chapters on such mis- 
cellaneous subjects as the modern treatment of burns, provisional 
artificial legs, various plans of an administrative nature concerning 
hospital formations. Finally certain recommendations are set 
down. The book is illustrated by a large number of photographs 
which are decidedly valuable. While a number of important sub- 
jects are necessarily omitted from discussion or discussed very 
briefly, it can nevertheless be said that the work gives a very good 
birds’-eye view of the major part of the surgical field in the late war. 
EDWARD ARCHIBALD 


HYGIENE AND Pusiic HeattH. By Grorce M. Prics, M.D. 
280 pages. Second edition, thoroughly revised. Price, $1.50. 
Publishers: Lea & Febiger, 706 Sansom St., Philadelphia, 
1919. 


We cannot discover for what sort of persons this book has 
been written. It seems to be a kind of general talk—cut up into 
paragraphs—about the science of hygiene helped out by the abund- 
ant use of large type. It does not contain a single diagram; it has a 
great deal of information which is, in 1919, practically possessed 
by everybody, and it is not nearly advanced enough for the uni- 
versity student of hygiene. 

Under the heading, ‘‘Chemistry and physiology of milk,” there 
is no physiology at all: the form ‘‘proteid’’ has been abandoned in 
scientific writing for ‘‘protein’”’ many years ago. ‘‘Quarantine”’ is 
derived from an Italian and not a French word (page 262). 


DIsEASES OF THE Eye. By J. Hersert Parsons, D.Sc., M.B., 
B.8., F.R.C.S. Third edition, with 18 plates and 319 text 
pictures. Toronto: The Macmillan Co. of Canada, Litd.,. 
1919. 


The recent appearance of the third edition of this able work 
indicates the demand that there is for it. We have reviewed this 
work in its earlier editions and can only reiterate what was therein 
stated as to lucidity and exactness of description. It is the work 
of a competent, accurate observer, who has a happy faculty of 
making his statements very clear both to the student and practi- 
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tioner. The present edition has been considerably extended as 
compared with the earlier ones, and a valuable chapter on the 
symptomatic diseases of the eye added; the operative and medical 
treatment has been brought up to date. The pathology has also 
been advanced and the book is one that can be strongly recommended 
to the student and general practitioner who desires the most recent 
advances and information without unnecessary verbiage. 
J. W. STIRLING 


' ROENTGEN INTERPRETATION: A MANUAL FOR STUDENTS AND 
PRACTITIONERS. By GEORGE W. Hotmgss, M.D., roentgen- 
ologist to the Massachusetts General Hospital, and How arp 
EK. Ruceites, M.D., roentgenologist to the Universit~ of 
California Hospital. 211 pages, illustrated with 181 en- 
gravings. Price, $2.75. Publishers: Lea & Febiger, 706 
Sansom Street, Philadelphia. 


Everything about this book is admirable except the title. 
The interpretation of roentgenograms would have been preferable 
to the title as it stands, which, as it stands, means nothing. The 
interpretation of skiagrams or radiograms would have been better 
still, seeing that Professor Roentgen belongs to a nation at present 
outside the pale of moral culture. 

The treatise is exceedingly valuable and very fully illustrated; 
also it is decidedly less bulky than some manuals on the same 
subject. 


A Manuva. or EXERCISES FOR THE CORRECTION OF SPEECH Dis- 
ORDERS. By May Kirxk Scrirprure, B.A., instructor in’ 
speech, Columbia University, and Euarenr Jackson, B.A.., 
236 pages. Illustrated. Price $2.00 net. Publishers: F. A. 

. Davis Company, Philadelphia, 1919. 


The preface to this book alone, which should be framed and 
hung up in every American and Canadian home, is worth far more 
than two dollars It inculcates certain principles and suggests 
certain reforms which, if carried out, would bring in the speech for 
the millenium. So worthy of quotation is it that a paragraph or 
two must be given: 

“This movement deserves the highest commendation, for should 
not the ‘‘glory of the English tongue”’ be upheld. Refinement of 
dress, of person, is always desirable. .. . Young men spend much 
thought on the shapes of their collars and the shades of their ties, 
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and young women on the thousand and one little things that go 
to make up an attractive appearance; but are they always so par- 
ticular about the shapes and shades of their vowels or consonants, 
that their speech may be as attractive as their persons Slovenly 
language should no more be accepted than slovenly manners. 

It has long been recognized that the average American voice 
is shrill and the speech careless compared to the voice and speech 
of an Englishman. . . . Many have come to realize that our vicious 
speech habits are a serious handicap to national efficiency. When 
a whole populace says “‘cer’nly”’ and ‘‘mou’n”’ for “certainly”? and 
“‘mountain”’, the victim of adenoids, of bad teeth, of cleft palate 
is not likely to be caught and cured.” 

If a person not a citizen of the United States had said these 
things he would have been accused of bias in favour of pure English 
as it is still spoken in certain circles in Great Britain, but when these 
‘ remarks emanate from New York itself then we really may believe 
that English is after all not the dead language we had been forced 
to think it. The essence of the methods for the proper production 
of vowels and consonants is in this little book, which is not and is 
not intended to be an exposition of the anatomical, physiological 
and pathological aspects of speech. D. F. H. 


Books Received 


Notes ON GALVANISM AND Farapism. By E. M. Maaitu, M.B., 
B.S., D.P.H., R.C.S.I., radiographer to the Military Hos- 
pital, Endell Street, London. Second edition, 224 pages, 
with 67 illustrations. Price, 6/-— net. Publishers: H. K. 
Lewis & Co., Ltd., 136 Gower Street, London, W.C.1, 1919. 


Puastic SurGERY, ITs PRINCIPLES AND Practice. By JOHN 
Staice Davis, Ph.B., M.D., F.A.C.S., instructor in clinical 
surgery, Johns Hopkins University. 770 pages, with 864 
illustrations containing 1,637 figures. Price, $10.00 net. 
Publishers: P. Blackiston’s Son & Co., 1012 Walnut Street, 
Philadelphia, 1919. 
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MIND AND Its DisorpERs. A Text-book for Students and Prac- 
titioners of Medicine. By W. H. B. Stoppart, M.D., 
F.R.C.P., lecturer on mental diseases to St. Thomas Hos- 
pital Medical School, London. Third edition. 580 pages, 
with illustrations. Price, 18/— net. Publishers: H. K. 

Lewis & Co., 136 Gower Street, London, W.C.1. 











MorrTauity STATISTICS OF INSURED WAGE-EARNERS AND THEIR 
FAMILIES. Experience of the Metropolitan Life Insurance 
Company Industrial Department, 1911 to 1916, in the 
United States and Canada. By Louis I. Dusuin, Ph.D., 
and others. Published by The Metropolitan Life Insurance 

Company, New York, 1919. 


Vicious CrrcLes IN Disease. By Jamieson B. Hurry, M.A., 
M.D. 377 pages, with illustrations. Third and enlarged 
edition. Price, 15/— net. Publishers: J. & A. Churchill, 

7 Great Marlborough Street, London, 1919. 












MopERN MEDICINE AND SoME MopEerRN ReEmeptrEs. Practical 
Notes for the General Practitioner. By THomas BopLEy 
Scott. With a preface by Sir LaupER Brunton. Second 
edition. 198 pages. Price, 6/6 net. Publishers: H. K. 

Lewis & Co., 1386 Gower Street, London, W.C.1, 1919. 



















PRACTICAL BACTERIOLOGY, BLooD WorRK AND ANIMAL ParasItT- 
oLoGy, including Bacteriological Keys, Zoological Tables 
and explanatory Clinical Notes. By E. R. Srirr, A.B., 
Ph.G., M.D., medical director U. S. Navy. Fifth edition, 
revised and enlarged. 559 pages, with illustrations. Price, 
$2.50 net. Publishers: P. Blackiston’s Son & Co., 1012 
Walnut Street, Philadelphia, 1918. 


AUTOEROTIC PHENOMENA IN ADOLESCENCE. An Analytical Study 
of the Psychology and Psychopathology of Onanism. By 
K. Menzigs. 96 pages. Price, 4/6 net. Publishers: H. K. 
Lewis & Co., 136 Gower Street, London, W.C.1, 1919, 


Fietp SaniTaTIon. By Masor R. St. J. Macponatp, M.D., 
Canadian Army Medical Corps. 194 pages. Publishers: 
Henry Frowde, Oxford University Press, London, 1918. 
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Arps To OPHTHALMOLOGY. By N. Bishop Harman, M.A., M.B., 
F.R.C.S., lecturer in ophthalmology, West London Post- 
Graduate College. 226 pages, with 163 illustrations. Sixth 
edition. Price, 3/6 net. Publishers: Bailliére, Tindall & 
Cox, 8 Henrietta Street, Covent Garden, London, 1919. 


A TExtT-Book oF UrRoLoGy IN MEN, WOMEN AND CHILDREN, 
including Urinary and Sexual Infections, Urethroscopy and 
Cystoscopy. By Victor Cox Prprrsen, A.M., M.D., 
F.A.C.S., consulting physician to the selective service head- 
quarters, New York. 991 pages. Illustrated with 362 
engravings. Publishers: Lea & Febiger, 706 Sansom Street, 
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OTTAWA MEDICO-CHIRURGICAL SOCIETY :—Presidcat—Dr. A. T. Shillington. 
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Secretary—R. W. Gliddon. Treasurer—C. R. MacKenzie. 

SANITARY SERVICES OF THE PROVINCE OF QUEBEC:—President—Dr. A. 
Simard, Quebec. Secretary—Dr. J. A. Beaudouin, Lachine. 

SASKATCHEWAN MEDICAL ASSOCIATION :—President—Dr. J. Valens, Sas- 
katoon. Secretary—Dr. Young, Saskatoon. 

Annual Meeting 1920—Saskatoon, July 20th, 21st and 22nd. 
SASKATCHEWAN ANTI-TUBERCULOSIS LEAGUE—President—Mr. A. B. 
Cook. Hon.-Secretary—Dr. M. M. Seymour, Commissioner of Health, Regina. 
SASKATOON MEDICAL ASSOCIATION :—President — Dr. W. A. Cluff. Secre- 
tary—Dr. A F. Malloy. 
SIMCOE COUNTY MEDICAL ASSOCIATION :—President—Dr. T. J. Johnston, 
Midland. Secretary-treasurer—Dr. H. T. Arnall, Barrie. 
SOCIETE MEDICALE DE MONTREAL:—President—M. B. G. Bourgeois, Secre- 
tary—H. M. Aubry, 323 Sherbrooke Street East, Montreal. 
SOCIETE MEDICALE DU DISTRICT D’OTTAWA:—President—Dr. M. Aubry. 
Secretary—Dr. M. J. E. D’Amour, Papineauville. 
SOCIETE MEDICALE DE QUEBEC:—President—Dr. M. Savard. Secretary— 
Dr. M. Couillard, Quebec. 

SOCIETE MEDICALE DE TROIS-RIVIERES:—President—Dr. M. Deblois. 
Secretary—Dr. O. Darche. 

SWIFT CURRENT DISTRICT MEDICAL ASSOCIATION :—President—Dr. 
Graham. Secretary-treasurer—Dr. Hughes. 

THUNDER BAY MEDICAL SOCIETY :—President—Dr. A. T. Gillespie, Fort 
William. Secretary-Treasurer—Dr. E. B. Oliver, Fort William. 
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